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BE  OM  THE 
BEST  TEAM ! 


There  is  only  one  physician-owned,  Florida  Medical 
Association  sponsored  professional  liability  insurance 
company  in  Florida  - - The  Florida  Physicians  Insurance 
Reciprocal.  The  new  Board  of  Directors  has  chosen 
the  best  management  team  possible  to  operate  the 
Company  and  you  need  to  be  a member  of  the  best 
team.  This  fine  group  of  experienced  insurance 
professionals  is  working  hard  to  assure  that  the  FPIR 
will  be  run  as  a conservative  insurance  business  - - one 
that  will  be  here  for  the  tough  games  ahead. 


Join  the  best  team,  now  ! 


For  more  information,  please  contact: 
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■ nm  m iimrym  n I 


OMWOMSMMSCOMHMMSmraMMHeMSX 


# . 


INSURANCE  RECIPROCAL 


1000  Riverside  Av  / P.O.  Box  44033  / Jacksonville, FI  32231-4033 
Telephone  (904)  354-5910  WATS:  1-800-342-8349 
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AM  A IP  Conference 
In  Chicago  in  April 

The  American  Medical  Association 
has  announced  that  its  Seventh  National 
Conference  on  the  Impaired  Physician 
will  be  held  in  Chicago,  April  10-13, 
1986. 

The  Conference,  conducted  every 
other  year,  will  have  as  its  theme, 
“Reaching  Out  to  Physicians  . . .Their 
Families  . . . and  Allied  Professions.” 

The  1986  conference  will  provide  a 
forum  for  exchange  of  ideas  and  in- 
novative approaches  for  those  who  work 
with  impaired  professionals,  provide  in- 
formation to  help  implement  and 
strengthen  current  programs,  and 
stimulate  the  development  of 
cooperative  ventures  among  the  profes- 
sions. 

Half-day  sessions  sponsored  by  na- 
tional health  organizations  plus  the 
AMA  Auxiliary  and  the  AMA  Depart- 
ments of  Medical  Student  Services  and 
Resident  Physician  Services  will  be 
featured.  These  will  include  presentations 
on  impairment  programs  existing  within 
these  groups. as  well  as  examples  of 
cooperative  programs  among  various 
professions  and  organizations. 

Additional  information  about  the 
conference  may  be  obtained  by  writing 
to:  Ms.  Janice  J.  Robertson,  Department 
of  Mental  Health,  AMA,  535  North 
Dearborn  Street,  Chicago,  Illinois 
60610. 

Dr.  Rogers  to  Chair 
Section  on  Dependency 

For  the  sixth  consecutive  year,  the 
Committee  on  Impaired  Physicians  will 
sponsor  a scientific  Section  on  Chemical 
Dependency  during  the  1986  Annual 
Meeting  of  the  Florida  Medical  Associa- 
tion. 

The  Annual  Meeting  will  be  at  the 
Diplomat  Hotel  in  Hollywood,  Septem- 
ber 17-21,  but  no  specific  date  has  been 
set  for  the  chemical  dependency  pro- 
gram. Arvey  I.  Rogers,  M.D.,  of  Miami, 
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A preliminary  study  indicates  there  is  a definite  connection  between  physician  im- 
pairment and  medical  malpractice,  a New  Jersey  expert  in  chemical  addiction  told  a 
Florida  Medical  Foundation-sponsored  workshop  last  month. 

David  I.  Canavan,  M.D.,  Medical  Director  of  the  Medical  Society  of  New  Jersey’s 
Impaired  Physicians  Program,  said  his  survey  was  based  on  the  cases  of  61  impaired 
physicians  in  his  program.  While  the  number  of  malpractice  cases  generated  by  this 
group  appeared  to  be  smaller  when  compared  with  non-impaired  physicians,  the  cost 
of  settlement  of  each  case  was  significantly  higher.  Dr.  Canavan  said. 


Drinking  Habits  of 
Elderly  Are  Studied 

The  conventional  image  of  people 
turning  to  alcohol  when  faced  with 
traumatic  events  does  not  generally  hold 
true  for  the  elderly,  research  being  con- 
ducted at  the  University  of  Florida  in- 
dicates. 

UF  Sociologist  Ronald  Akers  ex- 
pected to  find  that  the  more  shattering 
experiences  an  elderly  person  suffers, 
the  more  he  or  she  would  drink.  “We 
found  just  the  opposite  effect,”  said 
Akers,  who  is  surveying  the  drinking 
habits  of  1,400  persons  over  the  age  of 
60  under  the  sponsorship  of  the  univer- 
sity’s Center  for  Alcohol  Research. 

The  elderly  experience  a high  share 
of  “significant  life  events”  which  in- 
clude death  of  a loved  one,  being  fired, 
retirement  and  divorce. 

“If  drinking  is  a response  to  these 
life  events,  you  would  expect  to  see  an 
increased  rate  of  drinking  or  problems 
associated  with  drinking  developing  late 
in  life,”  Akers  said.  “But  we  found  a 
negative  correlation  between  life  events 
and  drinking.  In  other  words,  the  elderly 
people  reported  they  drank  less  than  the 
elderly  who  had  not  been  faced  with  the 
events. 

“It  could  be  that  older  people  are 
better  able  to  cope  with  stressful  situa- 
tions and  are  better  able  to  plug  into  a 
supportive  social  network,”  he  con- 
tinued. “Perhaps  the  idea  is  that  they 
have  seen  it  all  before  and  know  ‘This, 
too,  shall  pass.’” 


“We  are  going  to  investigate  this  fur- 
ther,” Dr.  Canavan  told  participants  in 
the  Committee  on  Impaired  Physicians’ 
Sixth  Workshop  on  Intervention  with 
Impaired  Physicians  on  September  28. 
“We  hope  to  get  a larger  sample  by 
cooperating  with  other  states.” 

Dr.  Canavan’s  program,  now  in  its 
fourth  year,  has  a current  annual 
operating  budget  of  $237,000,  most  of 
which  is  provided  by  two  medical 
malpractice  insurance  companies  in  New 
Jersey.  The  state  medical  society  and 
state  veterinary  and  osteopathic 
organizations  contribute  the  remainder. 
He  quoted  one  malpractice  insurance  of- 
ficial that  if  the  program  spares  his  com- 
pany one  settlement  a year  the  contribu- 
tion is  more  than  repaid. 

Dr.  Canavan, 
who  became  the  na- 
tion’s first  full  time 
medical  director  of 
a state  society- 
sponsored  impair- 
ment program  when 
he  took  the  New 
Jersey  post  3 Vi 
years  ago,  was  the 
principal 

speaker  at  the  workshop,  which  at- 
tracted about  50  physicians,  nurses, 
veterinarians,  podiatrists,  pharmacists, 
attorneys  and  others.  It  was  the  first 
workshop  program  arranged  by  Roger 
A.  Goetz,  M.D.,  Medical  Director  of  the 
Florida  Impaired  Physicians  Program, 
since  he  came  to  Florida  in  February. 

(Continued  on  Next  Page) 


Dr.  Canavan 


Impaired  Physicians  (Con’t) 

Another  speaker,  John  C.  Eustace, 
M.D.,  Clinical  Director  of  the  Addiction 
Treatment  Unit  at  Mt.  Sinai  Hospital, 
Miami  Beach,  told  the  audience  that 
“most  of  the  signs  and  symptoms  of  ad- 
diction are  still  behavioral.” 

Eight  per  cent  of  his  patients  have  a 
second  neuropsychiatric  disease,  and 
“we  are  going  to  see  more  of  this 
because  of  all  this  use  of  drugs,”  he 
said. 

He  appealed  to  physicians  planning 
to  intervene  with  impaired  colleagues  to 
do  their  homework  because  the  two  prin- 
cipal causes  of  failure  of  intervention  are 
inadequate  preparation,  including  failure 
to  get  facts  verified,  and  inappropriate 
timing. 

“If  we  don’t  do  something  for 
ourselves  and  our  colleagues,  no  one  else 
is  going  to  do  it,”  he  admonished. 

Dr.  Eustace’s  partner,  Jules  Trop, 
M.D.,  recalled  that  before  Alcoholics 
Anonymous  came  on  the  scene  a half 
century  ago,  alcoholics  “went  to  jail, 
died  or  went  crazy.” 

Now,  with  modem  treatment  methods, 
the  recovery  rate  is  high,  he  said. 

He  agreed  with  Dr.  Eustace  that  a 
significant  number  of  patients  entering 
treatment  exhibit  one  other  primary 
disease  and  this  means  that  “addic- 
tionology  and  psychiatry  are  going  to 
have  to  work  more  closely  together. 

“This  disease  of  addiction  is  chronic 
and  it  is  incurable.  We  don’t  have  pills, 
radiation  and  surgery.  What  is  the  per- 
centage of  recovery?  You  can  do  any- 
thing you  want  with  statistics.  But  given 
proper  tretment  methods  and  a willing- 
ness to  work  at  it,  the  potential  for 
recovery  is  100%,  and  there  is  no  other 
incurable  disease  this  can  be  said 
about.” 

Treatment,  he  said,  must  address  all 
the  physical,  mental,  psychological, 
familial  and  spiritual  aspects  of  the 
disease,  and  “physical  is  the  easy  part.” 

The  aim  of  treatment,  he  continued, 
is  recovery  and  “total  abstinance  from 
all  mood  altering  drugs.”  Many  patients 
undergoing  effective  treatment  “start  to 
feel  better  than  they  ever  felt  before  they 
got  the  disease.” 

Dr.  Trop  acknowledged  there  is 
sometimes  recidivism  among  addicts, 
but  “for  some  of  us  relapse  is  necessary 
for  recovery.” 

“A  good  program  has  to  use  Alcoho- 
lics Anonymous  or  Narcotics  Anony- 


mous for  a continuing  support  system,” 
he  said.  “The  disease  doe  not  go  away. 
The  monkey  on  your  back  is  not  dead. 
He  is  sleeping.” 

Ronald  J.  Catanzaro,  M.D.,  and  his 
associates  from  the  Palm  Beach  Institute 
in  West  Palm  Beach,  stressed  the  need  to 
treat  not  just  the  addict  but  the  family  as 
well.  PBI  Program  Director  Jerry  Single- 
ton,  M.A.,  said  the  symptoms  of  co- 
dependency include  preoccupation  with 
the  disease  of  the  alcoholic,  a need  to 
control  and  manage,  emotional  with- 
drawal and  a sense  of  gloom  and  depres- 
sion. 

Lynn  Hankes,  M.D.,  Director  of  the 
Addiction  Treatment  Unit  at  South 
Miami  Hospital,  discussed  the  disease 
concept  of  chemical  dependency. 

“Somehow  it’s  not  a normal 
disease,”  Dr.  Hankes  told  the  audience. 
“It’s  the  only  disease  that  tells  the  pa- 
tient he  is  not  sick.  But  until  the  patient 
accepts  the  fact  that  he  suffers  from  ad- 
dictive disease,  recovery  is  not 
possible.” 

Wilson  Jerry  Foster,  J.D.,  a 
Tallahassee  attorney  who  represents 
licensed  health  care  professionals  in 
disciplinary  proceedings  before  their 
licensing  boards,  reviewed  those  provi- 
sions of  the  Medical  Practice  Act  which 
relate  to  impairment.  He  also  discussed 
the  legal  responsibilities  of  physicians  to 
report  impaired  colleagues. 

Dr.  Canavan  said  he  works  with  a 
three-tiered  impaired  physicians  com- 
mittee in  New  Jersey.  The  Executive 
Subcommittee,  consisting  of  13 
members  including  students,  residents 
and  auxiliary  members,  works  with  the 
salaried  staff  in  implementing  policy  and 
developing  procedures  and  coordinates 
impaired  physician  activities  in  various 
regions  of  the  State. 

The  next  level  is  the  Panel  of 
Monitors  and  Intervenors  which 
documents  information,  intervenes  and 
participates  in  after-care  monitoring. 
The  third  is  the  Human  Resources  panel 
consisting  of  physicians,  spouses  and 
others  who  can  assist  in  various  ways 
with  the  program  and  individual  cases 
but  who  are  not  required  to  attend  the 
committee  meetings. 

Dr.  Canavan  said  he  is  not  aware  of 
any  case  in  which  an  impaired  physician 
sued  a committee  because  of  an  in- 
tervention. 

“Blowing  the  whistle  on  an  impaired 
colleague  is  an  act  of  love,”  he  said. 
“We  need  to  intervene  early  while  there 
is  something  there  to  save.” 


Veterinary  Executive 
Gets  Committee  Post 

H.  Larry  Gore,  D.V.M.,  of  Orlando, 
Executive  Vice  President  of  the  Florida 
Veterinary  Medical  Association,  has 
been  appointed  an  Advisory  Member  of 
FMF  Committee  on  Impaired  Physi- 

Dr.  Gore  and  his 
organizations  have 
been  longtime  ar- 
dent supporters  of 
the  Impaired  Physi- 
cians Program. 
Several  impaired 
veterinarians  have 
been  admitted  to 
treatment  through 
the  IPP,  and  the 
FVMA  earlier  this  summer  contributed 
$6,000  to  the  program. 

“I  am  honored  and  extremely  ap- 
preciative that  you  and  the  Florida 
Medical  Association  Board  of  Governors 
have  approved  my  appointment,”  Dr. 
Gore  wrote  to  FMA  President  Luis  M. 
Perez,  M.D. 

“Dr.  Gore  has  been  a true  friend  of 
the  FMA  and  particularly  our  impaired 
professionals  program,”  Chairman  Guy 
T.  Selander,  M.D.,  of  the  Committee  on 
Impaired  Physicians,  commented.  “The 
program  stands  to  benefit  greatly  through 
his  official  involvement.” 


Dr.  Rogers  (Con ’t) 

has  been  designated  program  chairman, 
and  the  Florida  Chapter  of  the  American 
Medical  Society  on  Alcoholism  will  be 
invited  once  again  to  co-sponsor  the  pro- 
gram. 

The  annual  Section  on  Chemical 
Dependency  is  the  focal  point  of  the 
Committee’s  efforts  to  keep  the  medical 
profession  in  Florida  up-to-date  on 
scientific  and  other  developments  in  the 
chemical  addiction  area. 


He  cautioned,  however,  that  it  is 
wiser  to  postpone  an  intervention  until 
the  essential  facts  on  which  the  case  is 
based  are  verified. 

The  intervention  workshop  was  part 
of  the  Committee’s  continuing  efforts  to 
keep  the  medical  profession  in  Florida 
up  to  date  ondevelopments  in  all  areas 
of  addiction  including  intervention.  The 
Committee  has  not  determined  when 
and  where  the  next  workshop  will  be 
presented. 


cians. 


Dr.  Gore 


ALZHEIMER’S  DEMENTIA 


Cure  of  the  disease  is  still  out  of  reach. 

In  as  devastating  a condition  as  this, 
even  the  most  modest  relief  of 
symptoms — or  for  that  matter  keeping 
them  from  getting  worse  or  merely 
slowing  their  intensification — is  a 
great  contribution  to  patient  and  family. 

HYDERGINE®  LC  (ergoloid  mesylates)  is 
indicated  for  patients  over  age  sixty 
who  manifest  signs  and  symptoms  of 
idiopathic  mental  decline.  It  appears 
that  individuals  who  respond  to 

HYDERGINE  LC  therapy  are  those  who 
would  be  considered  to  suffer  from 
some  ill-defined  process  related  to 
aging  or  to  suffer  from  some 
underlying  condition  such  as 
Alzheimer’s  dementia. 

Before  prescribing  HYDERGINE  therapy,  the  possibility  that  the  patient’s  signs  and 
symptoms  arise  from  a potentially  reversible  and  treatable  condition  should  be 
excluded.  In  addition,  because  the  presenting  clinical  picture  may  evolve  to  suggest 
an  alternative  treatment,  the  decision  to  use  HYDERGINE  therapy 
should  be  continually  reviewed. 

HYDERGINE®  LC 

(ergoloid  mesylates) 
liquid  capsules,  1 mg 
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Indications:  Symptomatic  relief  of  signs  and 
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Indigent  care— a problem  for  all 
citizens 


In  the  sixties,  when  I 
started  practicing  medi- 
cine in  Florida,  it  was 
taken  for  granted  by  all 
the  physicians  that  a cer- 
tain number  of  indigent 
patients  were  going  to  be 
seen  every  month  in  the 
office  or  accepted  for  ad- 
mission to  the  hospital 
through  the  emergency 
room.  It  was  considered 
part  of  the  contribution  to 
society  by  the  physician 
and  an  integrant  part  of 
the  profession. 

Along  came  Medicare  and  Medicaid  and  the  at- 
titude of  the  physicians  and  the  hospitals  began  to 
change.  Everyone  expected  to  be  paid  something  by 
someone  or  by  a third  party,  and  the  commercializa- 
tion of  medical  care  became  intensified. 

A few  years  later  the  liability  crisis  developed, 
compounding  the  problem.  Certain  groups  of  lawyers 
who  found  the  "Horn  of  Plenty"  in  suing  doctors  and 
certain  patients  who  in  their  greed  look  at  this  as  a 
means  of  instant  wealth  have  complicated  this  situa- 
tion. 

The  fact  remains  that  the  medically  indigent  still 
exist;  a significant  percentage  of  the  state's  popula- 
tion can  qualify  as  such.  These  people  are  very  much 
in  need  of  medical  care.  We  have  to  devise  a system 
which  will  provide  medical  care  without  compromis- 
ing quality. 


These  patients,  as  a rule,  present  the  most 
difficult  problems,  mainly  because  their  life- 
style is  so  borderline  from  the  standpoint  of 
hygiene,  self-care  and  nutrition.  This  easily  com- 
plicates the  cases  and  makes  them  more  difficult 
to  handle. 

The  problem  is  a problem  of  society.  It  has  to  be 
approached  through  public  health  and  the  citizens  of 
the  state.  The  concept  of  using  a hospital  tax  to  raise 
the  necessary  funds  to  care  for  the  indigent  is,  in  our 
view,  a highly  unfair  solution.  It  is  an  added  burden 
to  patients  treated  in  a hospital  setting,  while  the  rest 
of  the  population  contributes  nothing  to  the  solution. 

A more  equitable  arrangement  would  be  an  in- 
crease in  the  sales  tax,  where  a moderate  amount  will 
go  a long  way,  and  all  citizens  will  pay  their  fair  share 
for  the  common  good. 

These  tax  dollars  would  have  to  be  earmarked 
specifically  for  the  purpose  of  financing  the  care  of 
the  medically  indigent  only.  They  should  not  be  used 
to  fund  other  types  of  welfare  programs. 

The  Florida  Medical  Association  is  willing  to 
pursue  the  study  of  all  possible  solutions.  We  are 
willing  to  meet  with  legislators  and  the  Department 
of  HRS  representatives  until  a workable  and  realistic 
plan  is  developed  to  ameliorate  the  growing  problem 
of  the  medically  indigent. 

Our  efforts  must  be  geared  toward  keeping  our 
commitment  to  equal  access  to  good  quality  care  to 
all  people  regardless  of  economic  means  and  status  in 
society.  — v 


Vol.  72,  No.  10/J.  FLORIDA  M.A./OCTOBER  1985/821 


IN  ALABAMA 


OUTSIDE  ALABAMA 

1-800-452-981 


Nuclear  Cardiology 
Consultation, 
Call  a Specialist. 


The  University  of  Alabama  Medical  Center 


The  Division  of  Nuclear  Medicine  has  a special  nuclear 
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EDITORIALS 


New  rules,  new  dilemmas 


Editor’s  Note:  This  editorial  appeared  originally,  under  a dif- 
ferent title,  in  The  Stethoscope  of  Volusia  County  Medical  Society, 
Winter  issue,  1984.  It  was  expanded  and  modified  by  the  author 
for  The  Journal. 

The  practice  of  medicine  used  to  be  a simple 
transaction:  the  physician  examined  the  patient, 
rendered  a service,  and  got  paid  for  it.  The  patient 
usually  did  not  question  the  physician  on  what  he 
did;  neither  did  anybody  else.  But  as  medical  practice 
has  become  more  complex  and  expensive,  usually 
involving  the  employment  of  an  array  of  diagnostic 
and  therapeutic  services  and  procedures,  and  as  in- 
creasing competition  in  medicine  is  compelling  a 
number  of  physicians  to  devise  certain  economic 
strategies,  new  concerns  and  new  questions  have 
popped  up.  One  major  focus  by  patients  and  recently 
by  the  government,  insurance  companies,  and  the 
medical  profession  is  on  the  physician:  what  he 
does,  how  much  he  does,  and  whether  what  he  does 
is  appropriate  or  not.  The  reason  for  this  changing 
and  often  skeptical  attitude  is  the  fact  that  the 
modern  physician  has  the  potential  to  expand  his 
practice  and  offer  a variety  of  services  in  which  he 
may  have  a vested  interest.  More  services  means 
more  money,  and  therein  lies  the  crux  of  a thorny 
dilemma:  the  conflicts  of  interests  that  are  rampant 
in  today's  medical  setting. 

In  times  past,  physicians  did  not  have  to  con- 
front such  conflicts  of  interests.  Ethical  restraints 
and  government  regulations  made  it  impossible  for 
physicians  to  make  profits  except  for  fees  generated 
from  direct  services  to  patients.  A classic  and  often- 
quoted  example  of  the  old  rules  was  the  prohibition 
on  owning  drug  stores  by  physicians.  This  made  a 
lot  of  sense.  Physicians,  in  writing  prescriptions,  did 
not  get  sidetracked  by  the  possibility  of  extra  profits 


while  seeing  their  patients.  This  aura  of  incorrup- 
tibility conferred  by  such  rules  kept  the  public  image 
of  physicians  clean  and  unsullied.  The  public,  after 
all,  does  not  expect  physicians  to  be  businessmen  at 
the  same  time. 

But  we  are  in  a new  age  of  medicine  and  the 
rules  of  the  game  are  changing  fast.  With  new 
government  regulations  that  are  altering  the  pat- 
terns of  medical  practice  and  promoting  more  free 
enterprise  in  the  medical  marketplace,  an  increasing 
number  of  physicians  are  scrambling  to  partake  of 
opportunities  not  previously  available.  Despite  the 
traditional  ethical  restraints,  more  physicians  are 
now  practicing  like  businessmen.  It  is  not  without 
reason  that  "entrepreneurship"  has  become  a 
favorite  buzz-word  in  many  medical  circles  today. 
The  more  procedures  and  services  he  employs  in  his 
office,  and  the  more  financial  interests  he  has  in  all 
sorts  of  ventures  — whether  these  be  with  hospitals, 
corporations,  insurance  companies,  or  other  physi- 
cians — the  more  the  physician  stands  to  gain  from 
his  practice.  This  practice  is  abetted  by  the  fact  that 
Medicare  and  medical  insurance  companies  dole  out 
hefty  reimbursements  for  almost  everything.  Under 
this  new  and  unfettered  climate,  it  is  not  unusual 
for  many  physicians  to  see  their  incomes  doubling 
or  even  tripling  without  working  additional  hours. 

It  is  only  fair  to  state  that  the  majority  of  physi- 
cians who  have  equipped  their  practices  with  addi- 
tional services  and  paraphernalia  did  so  for  the  con- 
venience of  their  patients.  A case  in  point  is  the  set- 
ting up  of  small  laboratories  by  primary  care  practi- 
tioners in  their  offices.  Drawing  blood  samples, 
doing  simple  tests,  and  sending  specimens  to  com- 
mercial laboratories  for  more  complex  tests  is  not 
only  more  convenient  for  patients;  it  is  also  much 
less  expensive  than  sending  patients  to  hospital 
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laboratories,  for  example.  New  and  more  stringent 
Medicare  reimbursement  policies  for  outpatient 
laboratory  work  also  obviate  the  possibility  of 
abuses.  Nevertheless,  despite  the  honesty  of  most 
physicians,  their  increasing  involvement  in  profit- 
making medical  ventures  disturbs  the  equanimity  of 
those  who  feel  that  the  situation  deserves  further 
scrutiny. 

There  is  nothing  inherently  wrong  in  making  a 
profit  out  of  one's  honest  work;  but  at  the  same 
time,  it  can  also  impel  certain  unscrupulous  physi- 
cians to  do  things  in  blatant  disregard  of  patient's  in- 
terests. The  allegations,  for  example,  that  some 
physicians  have  been  consorting  with  certain 
manufacturers  of  pacemakers  and  intraocular  lenses 
for  financial  favors,  if  true,  can  only  fuel  suspicion 
that  physicians  cannot  be  trusted.  What  they  do 
may  be  legal  and  medically  justifiable  on  the  surface, 
but  is  it  right  and  ethical?  Part  of  the  problem  is  the 
fact  that  medical  practice  is  getting  grossly  commer- 
cialized, with  the  rules  of  the  marketplace  having 
replaced  largely  the  older  ethical  codes.  Another 
problem  is  the  lack  of  effective  mechanisms  within 
the  medical  profession  to  monitor  physicians'  ac- 
tivities. Most  physicians  who  abuse  the  system  get 
caught  usually  by  accident  by  other  physicians  or  by 
a few  vigilant  patients  who  know  when  some  hanky- 
panky  is  going  on. 

It  may  be  argued  that  most  current  arrangements 
which  allow  physicians  to  participate  in  economic 
ventures  are  above-board  and  perfectly  legal  when 
tested  against  the  profession's  most  stringent  stan- 
dards. For  example,  physicians  banding  together  to 
open  a diagnostic  laboratory  or  an  imaging  center  are 
at  most  just  displacing  other  third  parties  like 
pathologists,  radiologists,  or  a big  corporation  from 
reaping  the  usual  profits,  or  perhaps  sharing  the  pro- 
fits with  them.  A group  of  surgeons  opening  an  am- 
bulatory surgical  clinic  may  in  fact  be  saving  their 
patients  a lot  of  money,  even  if  this  means  greater 
economic  returns  for  the  surgeons  in  the  long  run. 
For  those  who  feel  that  there  are  still  conflicts  of  in- 
terests in  such  situations,  public  disclosures  by 
physicians  of  their  interests  in  these  enterprises,  as 
is  now  required  by  some  states,  may  quell  the 
anxieties  of  skeptical  physicians  and  the  public.  Pa- 
tients at  least  will  know  from  the  outset  that 
something  is  not  being  withheld  from  them.  Whether 
such  public  disclosures  will  curb  potential  abuses  of 
the  system  can  be  answered  only  with  time. 

Amidst  all  the  developments  swirling  about 
them,  physicians,  like  Caesar’s  wife,  must  be  above 
suspicion  and  ultimately  must  abide  by  ethical 
codes  of  conduct  rooted  deeply  in  the  medical  pro- 
fession. The  changing  mores  in  medical  practice 
must  not  distort  our  perspective  that,  as  physicians, 
we  are  the  trusted  guardians  of  our  patients'  in- 
terests. If  we  do  not  wish  to  live  by  the  old-fashioned 
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values  which  have  distinguished  our  profession  in 
the  past,  the  government  and  other  outside  forces 
surely  will  step  in  and  start  dictating  to  us,  as  they 
have  already  done.  It  is  a simple  choice  of  eschewing 
our  principles  or  adhering  to  the  creed  of  doing  what 
is  right. 

R.  G.  Lacsamana,  M.D. 

Editor 

The  only  alternative 

"Working  men  of  all  countries,  unite!"  For 
more  than  a century  this  final  sentence  of  The  Com- 
munist Manifesto  co-authored  by  Karl  Marx  and 
Friedrich  Engels  has  echoed  throughout  the  world.  It 
is  most  appropriate  now  for  a similar  phrase  — 
Physicians  of  all  counties,  unite! 

The  American  physicians  are  on  a watershed 
between  a dying  medical  system  based  on  in- 
dividualism and  a collective  medical  system  being 
formed  in  which  the  supposed  free  development  of 
each  will  be  the  condition  for  the  free  development 
of  all. 

It  is  fashionable  for  many  physicians  to  talk, 
almost  complacently,  of  the  rendezvous  with  doom 
in  socialized  medicine.  Some  physicians  feel  that 
they  have  already  been  robbed  of  their  will  power 
and  individualities  and  are  flies  in  the  web  of  an 
irascible  spider  called  bureaucracy.  Physicians  must 
feel  like  little  atoms  trying  to  maintain  their  own 
sanities  and  equilibriums  in  the  midst  of  all  increas- 
ing molecular  upheaval. 

The  medical  bureaucrats  are  pregnant  with 
possibilities  that  the  prophecies  of  the  doom  of 
organized  medicine  in  America  will  soon  be  realized. 
The  prophecies  of  doom  are  heard  today  with  in- 
creasing frequency;  some  of  our  national  leaders 
claim  that  the  physician's  personal  and  social  future 
is  guaranteed  by  our  material  effectiveness.  These 
realists  are  ignorant  of  the  hard  facts.  They  do  not 
see  the  emptiness  and  planlessness  of  the  average 
physician's  life.  They  do  not  believe  that  the  average 
medical  doctor  lacks  faith  in  the  national  medical 
associations.  They  do  not  see  that  if  this  lack  of  faith 
continues,  it  will  incapacitate  organized  medicine. 

Some  physicians  question  the  value  of  the 
methods  of  associations  into  which  the  strands  of 
organized  medicine  are  woven.  Some  wish  to 
strengthen  and  extend  the  ties  while  others  wish  to 
reexamine,  reduce  and  even  eliminate  the  enmesh- 
ment  of  medical  associations  and  specialist  societies. 
Nonparticipation  by  physicians  weakens  the  web  of 
interdependence. 

Physicians  must  abandon  the  quietistic  at- 
titudes towards  nationalized/socialized  health  care. 
The  present  state  of  affairs  can  never  be  remedied  by 


editorials  alone  or  bogus  gestures  of  resistance. 
Physicians  must  not  remain  insulated  from  reality  — 
the  often  cursed  AMA  with  its  official  answers  and 
actions  cannot  solve  all  the  problems.  The  silent 
majority  can  no  longer  justify  their  inactivity. 

Isn't  this  the  time  for  the  silent  and  inactive 
physicians  to  strip  off  exterior  trappings  and  to 
realize  their  own  central  ego-consciousness  and 
spiritual  nature  more  perfectly? 

Physicians  cannot  be  isolationists  from  the 
organizations  that  represent  them.  We  practice  in  a 
complex  professional,  economic  and  social 
framework  that  responds  to  a variety  of  pressures. 
Alone  we  are  unable  to  exert  much  influence  on  that 
framework.  Collective  strength  depends  on  the  in- 
dividual physician/county/state/national  organiza- 
tion symbiosis. 

There  is  a tendency  for  most  physicians  to 
believe  somebody  else  will  solve  the  problems. 
Somebody  else  will  mend  the  leaks  of  the  liability 
insurance  dikes.  Somebody  else  will  remove  the 
inequalities  in  fee  schedules,  beautify  the 
dehumanized  medical  landscape,  vindicate  the 
innocent  and  punish  the  wrongdoers.  Most  physi- 
cians will  not  overcome  the  habit  of  "letting  George 
do  it." 

These  are  not  the  times  for  a medical  discipline 
of  silence,  simplicity,  contemplation  and  self- 
effacement.  This  is  not  the  time  for  a medical 
mysticism  of  introversion  and  withdrawal.  The 
silent  medical  majority  can  no  longer  justify  their 
inactivity. 

An  active  medical  majority  can  regain  the 
power  and  dignity  of  the  profession  and  can 
vehemently  thrust  forward  as  an  entity  charged  with 
energy  and  structural  in  specific  ways  that  will  have 
no  expressions  of  weakness  and  self-negation. 

Inactive  physicians  can  and  must  overcome  the 
inertia  of  channeled  routine.  Physicians  affiliated 
for  action  and  possessing  some  measure  of  resiliency, 
drive  and  endurance  can  stimulate  the  powers  that 
be  to  make  changes. 

With  conciliation,  adaptation  and  dialogue,  the 
active  medical  minority  can  attain  unity  and 
solidarity  with  the  silent  inactive  medical  majority. 
Together,  the  medical  profession  could  be  an  inex- 
haustible source  of  creative  dynamism. 

How  much  longer  will  physicians  be  indifferent 
and  helpless  to  the  bombardment  of  their  battered 
egos  with  books,  speeches  and  articles  dramatizing 
their  superfluities? 

How  far  will  the  diversifying  factors  of  the 
medical  bureaucracies'  pendulum  go  before  the 
silent  majority  and  the  active  minority  of  medicine 
unite? 

All  physicians  should  remember  the  words  of 
William  Jennings  Bryan,  "The  humblest  citizen  of 


all  the  land  when  clad  in  the  armour  of  a righteous 
cause  is  stronger  than  all  the  hosts  of  error." 

Physicians  of  all  counties,  unite!  This  is  the  only 
alternative.  United,  we  can  see  medical  bureaucratic 
caprice  curtailed! 

Edward  Pedrero  Jr.,  M.D.,  Ph.D. 

Contributing  Editor 

Tampa 


Battling  the  ghosts  of  yesteryears 

Practicing  medicine  today  is  not  an  easy  task.  In 
fact,  it  is  downright  frustrating  as  we  must  not  only 
keep  abreast  with  new  medical  technology,  but  must 
also  face  decreased  public  confidence  and  occasional 
animosity  from  a large  segment  of  the  patient  popu- 
lation. In  thinking  about  how  we  as  physicians 
happened  to  end  up  in  this  undesirable  position,  it 
has  become  clear  to  me  that,  while  we  must  accept 
our  share  of  the  blame  for  this  turn  of  events,  it  is 
also  apparent  that  there  are  other  factors  involved, 
most  of  which  we  did  not  manufacture  or  cause  to 
occur.  Ironically,  we  are,  to  some  degree,  a victim  of 
ghosts  past  and  at  the  same  time  answerable  to  the 
new  technological  society  in  which  we  presently 
live.  By  this,  I mean  that  we  may  not  be  able  to  shed 
our  comparison  with  the  image  of  the  "old-time 
doctor"  and  its  implied  attributes  of  goodness,  noble 
purpose,  and  a caring  person.  This  is  in  contrast  to 
the  modern  caricature  of  doctors  with  our  implied 
image  being  one  of  uncaring  and  money-grabbing  in- 
dividuals, unavailable  to  patients,  and  a danger  to 
the  public  at  times.  At  the  same  time,  modern  day 
physicians  are  held  accountable  to  standards  which 
approach  almost  perfection.  We  are  expected  to 
practice  and  be  familiar  with  all  the  latest 
technology.  If  we  falter  in  our  knowledge  or  applica- 
tion of  this  technology,  the  patients  may  extract 
their  pound  of  flesh  in  the  form  of  a multimillion- 
dollar  malpractice  suit. 

As  I pondered  these  thoughts  over  and  realized 
how  we  came  to  this  end,  I have  come  to  several 
conclusions.  The  first  is  that  being  compared  with 
the  image  of  the  old  time  doctor,  which  by  its  mere 
mention  conjures  up  almost  a priestly  vision,  we 
will  never  measure  up.  The  simple  fact  is  that  no 
profession  can  stand  up  to  this  ghost  of  the  past.  The 
public  has  an  image  of  what  the  doctor  of  yesteryear 
was:  he  was  loving,  caring,  unselfish,  unmindful  of 
his  own  welfare,  unconcerned  about  money,  and  all 
knowing.  This  is  the  scale  by  which  we  are  measured 
by  a large  share  of  the  public.  Not  only  is  it  a com- 
parison that  is  critical  of  present  day  doctors;  it  is 
also  erroneous.  Alas,  not  only  are  we  compared  to  an 
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idealistic  example,  but  one  which  probably  never 
existed  and  was  in  fact  disliked  and  distrusted  by  a 
large  portion  of  the  public  of  his  time.  Physicians 
from  1900  to  1950,  which  is  usually  the  period  in 
which  the  "good  doctors"  lived,  as  perceived  by  the 
public  today,  were  not  as  many  have  painted  them 
to  be.  Medicine  was  not  hailed  as  a great  healing  art 
in  that  period  of  time.  This  was  a result  of  several 
things.  Scientific  medical  education  had  just  been 
implemented  in  the  years  after  the  Flexner  Report  of 
1910  and  many  graduates  of  inferior  medical  schools 
or  apprentice  programs  were  still  practicing  in  great 
numbers.  Medical  quackery  with  worthless  medi- 
cines and  gadgetry  abounded  in  the  1920's  and  30's. 
Medical  specialization  boards  did  not  really  get  off 
the  ground  until  the  1920's,  with  the  result  being 
that  much  specialized  surgery  was  being  done  with 
terrible  results.  The  government  had  only  recently 
passed  any  laws  designed  to  protect  the  health  of 
Americans.  The  public  knew  this  and  tended  to  shy 
away  from  doctors  if  at  all  possible.  If  major  surgery 
or  illness  was  involved,  those  who  could  afford  it 
went  to  the  few  prestigious  medical  centers  of 
America.  Those  who  could  not  had  to  endure  the 
ministries  of  the  local  profession,  but  most  feared 
and  loathed  it. 

It  was  almost  impossible  to  separate  quackery 
from  accepted  medical  doctrine,  which  may  have 
done  more  harm  than  the  quackery.  How  then  did 
the  present-day  perception  of  the  "old-time  doc" 
emerge?  The  old-time  doctor  is  what  they  would 
like  to  have.  However,  when  they  had  it,  they  really 
wanted  something  else.  They  wanted  a doctor  to 
cure  them.  They  wanted  the  Mayo  Clinics,  the  John 
Hopkins  Hospitals  and  all  the  other  wonderful  in- 
novations which  the  emerging  age  of  technology 
promised  them.  No,  the  adoration  and  nostalgia  was 
not  for  the  medical  care.  It  was  because  physicians 
are  remembered  and  revered  not  as  physicians,  but 
as  members  of  a priestly  class.  Since  the  healing 
aspect  of  medicine  was  very  limited,  the  role  of 
physicians  became  one  of  comforters  of  the  sick  and 
friends  of  the  bereaved.  I suspect  that  the  number  of 
physicians  who  were  actually  this  caring  were  no 
more  on  the  average  than  can  be  found  in  our  pre- 
sent day  physician  population.  However,  no  matter 
how  small  the  percentage  of  physicians  of  yesteryear, 
who  fit  this  mold,  the  present  day  perception  has 


assigned  it  a composite  picture  and  we  are  consigned 
to  being  compared  to  a ghost. 

Ironically,  the  very  thing  which  the  public 
wanted  prior  to  World  War  II  — medical  care  based 
on  scientific  principles  — has  now  come  about,  yet 
the  very  advance  of  technology  has  led  to  more 
troubles.  This  scientific  revolution  has  led  to  new 
means  of  treatment  with  antibiotics,  organ 
transplants,  etc.  We  as  physicians  have  immersed 
ourselves  with  years  of  residency  and  specialty 
training,  but  the  price  of  medical  care,  as  you  would 
expect,  has  gone  up.  We  find  ourselves  in  the  posi- 
tion of  delivering  more  modern  technological  care 
than  our  forefathers  and  doing  it  at  the  request  of  the 
public.  Yet,  the  more  medical  care  we  deliver,  the 
more  we  are  compared  unfavorably  with  our  medical 
ancestors.  It  is  a paradoxical  situation. 

This  is  not  to  justify  unfeeling  physicians  nor  to 
say  that  compassion  and  technological  competency 
are  mutually  exclusive.  Indeed,  I feel,  as  most 
doctors  do,  that  we  as  physicians  have  to  be  more 
caring,  more  compassionate  and  more  responsive  to 
the  needs  of  the  public.  Somewhere  along  the  line 
after  World  War  II,  these  qualities  were  subjugated 
as  we  delved  more  into  the  miracles  of  modern 
medicine.  We  are  now  at  the  point  where  we  are  able 
to  give  the  best  medical  care  in  the  world,  but  ap- 
parently are  less  liked  than  our  medical  ancestors 
who  gave  very  little  medical  care.  The  physicians  of 
the  past  probably  were  more  caring  and  spent  more 
time  with  their  patients  than  we  today  do.  That  is 
partly  because  they  had  little  else  to  offer.  At  the 
same  time,  I recognize  that  there  is  some  validity, 
indeed  much  validity,  in  the  complaints  against  the 
physician  today  in  which  we  are  painted  as  less  than 
caring  individuals.  Again  I feel  that  technology  and 
caring  can  be  mutual  and  complementary  attributes 
of  current  medical  practice.  But  in  being  compared 
with  the  ghosts  of  the  past,  we  will  never  "pass 
muster". 

What  we  need  to  do  is  to  strive  to  incorporate  in 
our  new  technological  approach  those  aspects  of 
yesterday's  medicine  which  we  all  recognize  as  good 
and  desirable  traits. 

H.  Frank  Farmer,  M.D.,  Ph.D. 

Historical  Editor 

New  Smyrna  Beach 
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Physicians’ 

Confidential 

Assistance 


Call  (904)  354-3397 


. . if  you,  ora  physician  you  know, 
have  an  alcohol  or  other  drug- 
related  problem. 


FMA  Committee  on  Impaired  Physicians 


Brief  Summary  of  Prescribing  Information. 
Indications  and  Usage:  Management  of  anxiety 


& 


m 

disorders  or  short-term  relief  of  symptoms  of  anxiety 
or  anxiety  associated  with  depressive  symptoms  Anxiety 
or  tension  associated  with  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic. 

Effectiveness  in  long-term  use,  i.e.,  more  than  4 months,  has  not 
been  assessed  by  systematic  clinical  studies  Reassess  periodically 
usefulness  of  the  drug  for  the  individual  patient. 

Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle 
glaucoma. 

^ Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses  As  with  all 
CNS-acting  drugs,  warn  patients  not  to  operate  machinery  or  motor  vehicles,  and  of 
diminished  tolerance  for  alcohol  and  other  CNS  depressants. 

Physical  and  Psychological  Dependence:  Withdrawal  symptoms  like  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazepines  (including  convul- 
sions, tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating).  Addiction-prone  individuals, 
eg.  drug  addicts  and  alcoholics,  should  be  under  careful  surveillance  when  on  benzodiazepines 
because  of  their  predisposition  to  habituation  and  dependence  Withdrawal  symptoms  have  also 
been  reported  following  abrupt  discontinuance  of  benzodiazepines  taken  continuously  at  therapeu- 
tic levels  for  several  months 


Precautions:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide. 

For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  oversedation 
Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  result  in  symptoms 
like  those  being  treated:  anxiety,  agitation,  irritability,  tension,  insomnia  and  occasional  convulsions. 
Observe  usual  precautions  with  impaired  renal  or  hepatic  function.  Where  gastrointestinal  or 
cardiovascular  disorders  coexist  with  anxiety,  note  that  lorazepam  has  not  been  shown'of  significant 
benefit  in  treating  gastrointestinal  or  cardiovascular  component-  Esophageal  dilation  occurred  in  rats 
treated  with  lorazepam  for  more  than  1 year  at  6mg/kg/day  No  effect  dose  was  1 25mg/kg/day  (about 
6 times  maximum  human  therapeutic  dose  of  lOmg/day).  Effect  was  reversible  only  when  treatment 
was  withdrawn  within  2 months  of  first  observation.  Clinical  significance  is  unknown;  but  use  of 
lorazepam  for  prolonged  periods  and  in  geriatrics  requires  caution  and  frequent  monitoring  for 
symptoms  of  upper  GJ.  disease  Safety  and  effectiveness  in  children  under  12  years  have  not  been 
established 


ESSENTIAL  LABORATORY  TESTS:  Some  patients  have  developed  leukopenia,  some  have  had 
elevations  of  LDH  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  function  tests  are 
recommended  during  long-term  therapy 

CLINICALLY  SIGNIFICANT  DRUG  INTERACTIONS:  Benzodiazepines  produce  CNS  depressant 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol 
CARCINOGENESIS  AND  MUTAGENESIS:  No  evidence  of  carcinogenic  potential  emerged  in  rats 
during  an  18-month  study  No  studies  regarding  mutagenesis  have  been  performed 
PREGNANCY:  Reproductive  studies  were  performed  in  mice,  rats,  and  2 strains  of  rabbits  Occa- 
sional anomalies  (reduction  of  tarsals.  tibia,  metatarsals,  malrotated  limbs,  gastroschisis,  malformed 
skull  and  microphthalmia)  were  seen  in  drug-treated  rabbits  without  relationship  to  dosage.  Although 
all  these  anomalies  were  not  present  in  the  concurrent  control  group,  they  have  been  reported  to 
occur  randomly  in  histoncal  controls.  At  40mg/kg  and  higher,  there  was  evidence  of  fetal  resorption 
and  increased  fetal  loss  in  rabbits  which  was  not  seen  at  lower  doses.  Clinical  significance  of  these 
findings  is  not  known.  However,  increased  risk  of  congenital  malformations  associated  with  use  of 
mmor  tranquilizers  (chlordiazepoxide,  diazepam  and  meprobamate)  during  first  trimester  of  preg- 
nancy has  been  suggested  in  several  studies  Because  use  of  these  drugs  is  rarely  a matter  of 
urgency,  use  of  lorazepam  during  this  period  should  almost  always  be  avoided  Possibility  that  a 
woman  of  child-beanng  potential  may  be  pregnant  at  institution  of  therapy  should  be  considered 
Advise  patients  if  they  become  pregnant  to  communicate  with  their  physician  about  desirability  of 
discontinuing  the  drug.  In  humans,  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer 
of  lorazepam  and  its  glucuronide 

NURSING  MOTHERS:  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  other 
benzodiazepines.  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug  since  many 
drugs  are  excreted  in  milk 

Adverse  Reactions,  if  they  occur,  are  usually  observed  at  beginning  of  therapy  and  generally 
disappear  on  continued  medication  or  on  decreasing  dose  In  a sample  of  about  3,500  anxious 
patients,  most  frequent  adverse  reaction  is  sedation  (15.9%),  followed  by  dizziness  (6.9%>).  weakness 
(4.2%)  and  unsteadiness  (3.4%).  Less  frequent  are  disorientation,  depression,  nausea,  change  in 
appetite,  headache,  sleep  disturbance,  agitation,  dermatological  symptoms,  eye  function  distur- 
bance, various  gastrointestinal  symptoms  and  autonomic  manifestations.  Incidence  of  sedation  and 
unsteadiness  increased  with  age.  Small  decreases  in  blood  pressure  have  been  noted  but  are  not 
clinically  significant,  probably  being  related  to  relief  of  anxiety. 

Transient  amnesia  or  memory  impairment  has  been  reported  in  association  with  the  use  of 
benzodiazepines. 

Overdosage:  In  management  of  overdosage  with  any  drug,  bear  in  mind  multiple  agents  may  have 
been  taken.  Manifestations  of  overdosage  include  somnolence,  confusion  and  coma  Induce 
vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care,  monitoring  vital  signs 
and  close  observation  Hypotension,  though  unlikely,  usually  may  be  controlled  with  Levarterenol 
Bit artrate  Iniection  U.S.P  Usefulness  of  dialysis  has  not  been  determined 

e Ativan 

rOrjbrazepam) 

Anxiety 

DOSAGE:  Individualize  for  maximum  beneficial  effects.  Increase  dose  gradually 
when  needed,  giving  higher  evening  dose  before  increasing  daytime  doses. 
Anxiety,  usually  2-3mg/day  given  b.i.d.  or  t.i.d.;  dosage  may  vary  from  1 to 
lOmg/day  in  divided  doses.  For  elderly  or  debilitated,  initially  1-2mg/day;  insomnia 
due  to  anxiety  or  transient  situational  stress,  2-4mg  ha. 


HOW  SUPPLIED:  0.5, 1.0  and  2.0mg  tablets. 

Wyeth  Laboratories 

Philadelphia,  PA  19101 
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In  addition  to 
effective  relief  of 
anxiety  associated 
with  depressive 
symptoms... 


among  leading 
benzodiazepines, 
has  proof  that  its 
pharmacokinetics 
are  not 
significantly 
altered  by  age.1 


With  Ativan,  elimination 
half-life  was  very  similar 
between  young  and 
elderly  groups  tested; 
differences  did  not 
approach  statistical 
significance.1 


Comparison  of 
elimination  half-lives 

. 

in  young  and 

elderly  subjects. 

Ativan 

r 
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Ativans  florazepam)2 
Ativan*,  v/hich  is  conjugated 
,-ather  than  oxidized,  shows  little 
differ  - nee  in  half-life  (t  ’A) 
between  young  and  elderly 


Xanax®  (alprazolam)3  CIV 

Xanax”  requires  oxidative 
(P450)  metabolism,  significant 
differences  in  half-life  are  shown 
between  young  and  elderly 
male  subjects;  half-life  is  minimally 
influenced  by  age  in  women. 
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^ Among  so  many  once-daily 

antihypertensives, 
only  one  can  offer  so  much*.* 


Introducing 

The  standout 


♦ 


. Once-daily  _ _ 

InderideLA 


The  world's  leading  beta  blocker 
and  diuretic-for  once-daily 
convenience  without  compromise 

When  selecting  other  once-daily  agents,  physicians  may  have  to  compromise 
either  their  choice  of  beta  blocker  or  diuretic.  With  INDERIDE®  LA,  physicians 
have  the  agents  most  widely  prescribed  worldwide— INDERAL®  and  hydro- 
chlorothiazide—with  the  convenience  of  once-daily  dosage. 

24-hour  blood  pressure  control  with  the 
broad  benefits  of  INDERAL  (propranolol  HCI) 

The  controlled-release  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 
dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easily  into 
patients*  daily  routines. 

Plus  standard-release  hydrochlorothiazide, 
the  thiazide  of  choice  for  comfortable 
morning  diuresis 

Hydrochlorothiazide  is  the  world’s  most  widely  prescribed  antihypertensive 
diuretic.  When  taken  in  the  morning,  INDERIDE  LA  provides  comfortable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains: 

—one  of  the  three  most  widely  prescribed  dosage  strengths  of  INDERAL®  LA- 
80  mg,  120  mg,  or  160  mg  and 

—an  established,  effective  daily  dose  of  standard-release  hydrochlorothiazide- 
50  mg 
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80/50  120/50  760/50* 


Once-daily 

INDERIDE  L A 


Convenience  without  compromise 
One  capsule-Once  daily 


♦The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR  ) 

INDERIDE s LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL*  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

No  455— Each  INDERIDE®  LA  80/50  Capsule  contains 


Propranolol  hydrochloride  (INDERAL  * LA) 

80  mg 

Hydrochlorothiazide 

50  mg 

No  457— Each  INDERIDE  * LA  120/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL  ® LA) 

120  mg 

Hydrochlorothiazide 

50  mg 

No  459— Each  INDERIDE®  LA  160/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA) 

160  mg 

Hydrochlorothiazide 

50  mg 

INDERIDE  LA  is  indicated  in  the  management  of  hypertension 

This  fixed-combination  drug  is  not  indicated  for  initial  therapy  of  hypertension  If 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient's  needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL*): 

Propranolol  is  contraindicated  in  1)  cardiogenic  shock  2)  sinus  bradycardia  and  greater  than 
first  degree  block,  3)  bronchial  asthma  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL*): 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  congestive 
heart  failure  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE  continued  use  of  beta  blockers 
can.  m some  cases,  lead  to  cardiac  failure  Therefore  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should  be  digitalized  and/or  treated  with  diuretics  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually  if  possible) 


CARCINOGENESIS.  MUTAGENESIS  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice  employing  doses  up  to  150  mg/kg/day  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide: 

GENERAL  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia  hypochloremic  alkalosis,  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth  thirst 
weakness  lethargy,  drowsiness  restlessness  muscle  pains  or  cramps  muscular  fatigue 
hypotension,  oliguria,  tachycardia  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg.  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  m liver  or  renal  disease)  Diiutional  hypo- 
natremia may  occur  m edematous  patients  in  hot  weather  appropriate  therapy  is  water 
restriction  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is 
life-threatening  In. actual  salt  depletion  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased  decreased  or  unchanged 


IN  PATIENTS  WITH  ANGINA  PECTORIS  there  have  been  reports  of  exacerbation  of  angina 
and  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition  when  propranolol  is 
prescribed  for  angina  pectoris  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs,  it  usually  is  advisable  to  remstitute  propranolol  therapy 
and  take  other  measures  appropriate  for  the  management  of  unstable  angina  oectorigj  J 
Since  coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  abc  \r 
advice  in  patients  considered  at  risk  of  having  occult  atherosclerotic  heaii  d seasp  w”afl 
given  propranolol  for  other  indications  H|  ^ 

— 

THYROTOXICOSIS  Beta  blockade  may  mask  lertam  clinical  signr  of  hyperthyroidism 
Therefore  abrupt  withdrawal  of  propranolol  may  be  fallowed  by  an  » <acfer  barton  of  symptoms 
of  hyperthyroidism  including  thyroid  storm  Propranolol  does  n^pistlr  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  wa^^57aced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol. 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  maior  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  In  patients  with  renal  disease 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function,  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERALR): 

GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine.  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity, 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo  syncopal  attacks,  or  orthostatic 
hypotension 


Diabetes  meliitus  which  has  be^yg! 

If  progressive  renal  imo 
diuretic  therapy 

Thiazides  may  decreas, 
Calciuo^<cretioQ 
with  hyperqaipemia  a» 


come  manifest  during  thiazide  administration 
vident.  consider  withholding  or  discontinuing 

without  signs  of  thyroid  disturbance 
s Pathologic  changes  in  the  parathyroid  gland 
ave  been  observed  in  a few  patients  on  pro- 
ations  of  hyperparathyroidism  such  as  renal 
hthiasi^bone  resorption,  ard  peptic  uiocRption  have  not  been  seen  Thiazides  should  be 
disco ntirijueqbeL  re  carrying  out  tests  fo^Srathyroid  function 

'RUG  INTER  ACT lONS-n hiazide  drugs  may  increase  the  responsiveness  to  tubocurarme 
The  ant i hypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
tienr  (Thiazid*may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
Tiot  sufficient 'to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  m 
njford  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice 
thrombocytopenia  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential  the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 


ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL"): 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia  congestive  heart  failure,  intensification  of  AV  block  hypo- 
tension paresthesia  of  hands  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude  weakness,  fatigue:  reversible  mental  depression  progressing  to  catatonia  visual 
disturbances:  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place  short-term  memory  loss  emotional  lability,  slightly  clouded  sensonum,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  Nausea  vomiting  epigastric  distress,  abdominal  cramping  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis  erythematous  rash  fever  combined  with  aching 
and  sore  throat  laryngospasm  and  respiratory  distress 

Respiratory  Bronchospasm 

Hematologic  Agranulocytosis:  nonthrombocytopenic  purpura  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous:  Alopecia:  LE-like  reactions,  psoriasiform  rashes  dry  eyes  male  impo- 
tence and  Peyronies  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipa- 
tion; jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis  sialadenitis 

Central  Nervous  System  Dizziness  vertigo,  paresthesias,  headache  xanthopsia 

Hematologic  Leukopenia  agranulocytosis,  thrombocytopenia  aplastic  anemia 

Cardiovascular.  Orthostatic  hypotension  (may  be  aggravated  by  alcohol  barbiturates  or 
narcotics) 

Hypersensitivity  Purpura  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis):  fever,  respiratory  distress  including  pneumonitis,  anaphylactic 
reactions 

Other  Hyperglycemia,  glycosuria  hyperuricemia  muscle  spasm,  weakness,  restless- 
ness transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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Dangers  of  designer  drugs 


Designer  drugs  are 
looming  as  a new  and 
potentially  overwhelming 
threat  in  our  efforts 
against  drug  abuse.  Be- 
cause of  the  nature  of  this 
problem  and  the  impact  it 
has  on  doctors,  treatment 
center  specialists,  cor- 
oners and  others  in  the 
medical  field,  I want  to 
take  this  opportunity  to 
bring  it  to  the  attention  of 
The  Journal  of  the  Florida 
Medical  Association,  Inc. 

Designer  drugs  are  chemical  analogs  of  sub- 
stances scheduled  under  the  Controlled  Substances 
Act  (CSA).  The  term  "designer  drug"  was  coined  by 
Dr.  Gary  Henderson  of  the  University  of  California  at 
Davis,  who  first  became  aware  of  the  scope  of  this 
frightening  new  trend  in  drug  abuse.  Several  years 
ago  he  found  that  clandestine  chemists  working  in 
underground  labs  were  producing  a variety  of  these 
drugs  and  altering  their  chemical  effects  to  suit  the 
euphoric  tastes  and  abusive  desires  of  customers. 
Because  the  drugs  vary  slightly  from  the  chemical 
formulas  covered  by  the  CSA,  the  chemist  or  user 
who  is  found  to  possess  them  cannot  be  prosecuted. 

Designer  drugs  are  extremely  dangerous  from  a 
health  standpoint.  The  drugs  are  thousands  of  times 
more  potent  than  the  illegal  narcotics  presently 
flooding  this  country.  Over  one  hundred  deaths  have 
been  attributed  to  designer  drug  use  so  far.  Further- 
more, these  drugs  have  been  linked  to  long  term 
neurodegenerative  diseases  in  some  users.  The 
human  and  medical  economic  costs  of  designer 
drugs  are  potentially  devastating. 


The  designer  drug  phenomenon  poses  specific 
difficulties  for  those  in  the  medical  profession. 
Because  the  drugs  are  made  in  unregulated  labs, 
each  batch  is  likely  to  contain  contaminants.  One 
such  case  is  being  studied  by  Dr.  J.  William 
Langston,  chairman  of  the  neurology  department  of 
Santa  Clara  Valley  Medical  Center. 

Dr.  Langston  has  identified  over  400  young  people 
who  took  a designer  variation  of  Demerol.  Some  of 
these  users  have  symptoms  identical  to  those  ex- 
hibited by  victims  of  Parkinson's  disease.  In  syn- 
thesizing an  analog  of  meperidine,  l-methyl-4- 
phenyl-4-proprionoxy-piperidine  (MPPP),  often 
1 -me  thy  1-4-phenyl -1 ,2,5, 6-tetrahydropyridine 
(MPTP)  is  made  due  to  poor  lab  conditions.  MPTP 
kills  exactly  the  same  brain  cells  which  die  when 
one  has  Parkinson's  disease.  Though  some  of  these 
patients  have  responded  to  treatment  using  L-dopa, 
which  is  used  to  treat  Parkinson's  patients,  this 
relief  is  only  temporary. 

Moreover,  while  most  of  the  victims  of  MPTP 
contaminated  drugs  are  currently  asymptomatic, 
there  are  scientific  reasons  to  fear  that  all  of  them 
may  be  at  higher  risk  of  developing  a Parkinson’s 
like  condition  in  the  future.  In  fact,  a senior  in- 
vestigator at  the  National  Institute  of  Health  has 
referred  to  them  as  "walking  time  bombs."  The  cost 
of  treatment  and  possible  institutionalization  of 
these  people  will  be  great.  The  terrible  human  cost 
of  these  young  lives  destroyed  by  designer  drugs  will 
be  even  greater. 

Further,  some  designer  drugs  have  been  found 
to  be  as  many  as  7,000  times  more  powerful  than 
morphine.  Often  the  minute  amounts  that  can  be 
fatal  are  too  small  to  be  found  in  tests  by  medical  ex- 
aminers. Dr.  Ronald  K.  Wright,  Chief  Medical  Ex- 
aminer of  Broward  Medical  Examiners  OTice,  wrote 
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Sen.  Lawton  Chiles 


to  me  that  designer  drugs  "are  a nightmare  for  those 
of  us  charged  with  determining  the  causes  of  death 
of  people  who  die  suddenly  and  unexpectedly.  The 
minute  amounts  capable  of  producing  death  are  very 
hard  to  find.  Thus,  we  suspect  more  deaths  are  oc- 
curring than  are  being  reported."  A statewide 
meeting  of  medical  examiners  in  Florida  in  October 
will  focus  on  designer  drugs  as  medical  examiners 
and  law  enforcement  officials  try  to  get  ahead  of  the 
curve,  try  to  stop  the  phenomenon  of  designer  drugs 
before  it  gets  to  the  disaster  stage. 

We  need  only  remember  the  devastating  effects 
of  LSD  in  the  60's  and  PCP  in  the  70's  to  realize  that 
the  designer  drug  problem  must  be  addressed  now.  I 
have  been  working  during  this  Congress  to  focus  na- 
tional attention  on  the  problem  and  to  find  solu- 
tions. 

In  March,  I introduced  legislation  which  re- 
quired the  National  Drug  Enforcement  Policy  Board 
to  review  the  problem  and  make  recommendations 
to  Congress  for  necessary  legislation.  A short  while 
later,  I secured  from  Attorney  General  Meese  a com- 
mitment to  move  expeditiously  on  the  problem. 

Then  in  July  I held  hearings  in  Washington 
which  brought  together  Dr.  Henderson,  Dr.  Langston, 
law  enforcement  officers  from  California  and  Florida 
and  others  involved  in  the  designer  drug  phenome- 
non. 


I am  pleased  to  announce  that  as  a result  of 
these  efforts,  legislation  which  addresses  the 
designer  drug  problem  has  been  introduced  in  this 
Congress.  In  the  Senate,  S.  1437  would  impose 
penalties  of  15  years  imprisonment  and  a $250,000 
fine  to  anyone  convicted  of  manufacturing, 
distributing,  or  possessing  with  intent  to  distribute, 
any  designer  drug. 

This  is  just  the  beginning  of  working  toward  a 
solution.  I feel  it  is  essential  that  medical  profes- 
sionals, law  enforcement  agencies,  representatives 
from  the  pharmaceutical  field,  educators,  and 
government  officials  work  together  in  addressing 
this  problem.  Organizations  like  the  Florida  Phar- 
macy Association  have  worked  to  educate  indepen- 
dent pharmacists  about  designer  drugs  and  to  make 
them  aware  of  steps  each  can  take  to  prevent  being 
an  innocent  accomplice  to  a designer  chemist's 
work.  I encourage  other  groups  to  take  similar  ac- 
tion and  would  be  pleased  to  provide  assistance  in 
such  efforts. 


The  Honorable  Lawton  Chiles 
United  States  Senate 
Washington,  D.C. 
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Getting  ahead  in  medicine 
is  an  uphill  dimb. 


Our  new  Magnetic  Resonance 
Imaging  Center  will  help  you 
care  for  her,  as  no  one  else  can 


MRI  utilizes  a combination  of 
magnetic  and  radio  frequency 
fields  rather  than  X-rays. 


MRI  enables  you  to  see  past 
bone  for  better  clarity  of  image. 


Magnetic  resonance  imaging  is  one  of  the  most 
advanced,  most  accurate  diagnostic  tools. 

It's  also  one  of  the  safest.  It  doesn’t  use  X-rays, 
so  there’s  no  concern  about  radiation  side  effects.  No 
contrast  media  is  needed,  so  there’s  no  discomfort 
and  little  chance  of  allergic  reaction. 

But  there’s  one  thing  the  MRI  Center  can  offer 
that  few  others  can.  The  staff  of  Miami  Children’s 

Hospital.  People  trained  and  ex-  

perienced  in  the  special  care 
and  consideration  you  want  for 
your  young  patients. 

Find  out  more  about  our 
MRI  Center.  Call  us  today  to  ar- 
range for  a guided  tour  or  a free 
brochure  at  (305)  662-1564.  Or 
use  the  coupon  below. 


M-R-I 

DIAGNOSTIC 

CENTER 


miami  If  ' 


I’d  like  to  know  more  about  the 
Magnetic  Resonance  Imaging  Center 
at  Miami  Children’s  Hospital. 

□ Please  call  me  to  arrange  a tour. 

□ Please  send  me  a free  brochure. 


Same 

Title 

Address 


Area  Code/Telephone 
Best  Day/Time  to  Call 

Complete  and  mail  to  Miami  Children's  Hospital,  6125  Southwest  31st 
Street,  Miami,  FL  33155.  Or  call  (305)  662-1564. 


MRI  allows  you  to  identify 
diseases  that  were  previously 
recognizable  only  during 
a surgical  procedure. 


Multiple  images  of  the  human 
body  are  available  from 
sagittal,  coronal,  and  axial 
perspectives. 
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Experience  with  routine  thyroid 
function  testing:  abnormal  results 
in  "normal”  populations 


Kresimir  Banovac,  M.D.,  Margita  Zakarija,  M.D.,  and  J.  Maxwell  McKenzie,  M.D. 


ABSTRACT:  Thyroid  function  tests  and  prevalence 
of  thyroid  antibodies  were  studied  in  586  blood 
donors  and  in  a group  of  135  normal  pregnant 
women.  Abnormal  tests  were  found  in  approximately 
8%  of  blood  donors  and  3.7%  of  pregnant  women. 
Positive  titers  of  antibodies  to  microsomal  antigen 
occurred  in  10%  of  blood  donors  and  9%  of  pregnant 
women.  FT4  and  FT3  concentrations  in  male  sub- 
jects were  significantly  higher  than  in  female 
0.001).  Serum  TBG  concentration  in  women  was 

29.8  ±5.8  mg/L  which  is  significantly  higher  than 

25.8  ± 5.1  mg/L  in  men  (p^O.OOl).  These  data  sug- 
gest that  a significant  number  of  blood  donors  have 
abnormalities  of  thyroid  function  tests  and/or 
significant  titers  of  thyroid  antibodies,  which  may 
indicate  need  for  more  detailed  thyroid  function 
screening  for  determination  of  normal  ranges  for 
thyroid  function  tests. 
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T 

-L.  his  study  was  undertaken  to  determine  the 
normal  values  of  thyroid  function  tests  for  a routine 
thyroid  laboratory  using  available  commercial  kits. 
We  used  bloods  obtained  from  a group  of  clinic  blood 
donors  and  from  normal  pregnant  women  attending 
a prenatal  clinic. 

Materials  • Five  hundred  eighty-six  blood  donors, 
250  men  and  336  women,  consented  to  participate 
and  135  normal  pregnant  women  also  donated 
blood.  The  donors  denied  having  acute  or  chronic 
illnesses  but  no  detailed  clinical  evaluations  were 
carried  out.  The  pregnant  women  were  considered 
by  their  obstetricians  to  be  free  of  intercurrent 
medical  disorders.  The  average  age  of  the  total  group 
was  34  years  for  men  (range  20-60)  and  33  years  for 
women  (range  19-61). 

Methods  • Serum  was  separated  from  clotted  blood 
and  stored  at  -20  C until  used  for  the  following 
assays:  total  and  free  thyroxine  (TT4  and  FT4),  total 
and  free  triiodothyronine  (TT3  and  FT3),  reverse 
triiodothyronine  (rT3),  T3  uptake  test  (T3U), 
thyrotropin  (TSH ) , thyroxine  binding  globulin 
(TBG),  thyroglobulin  antibody  and  antibody  to  the 
thyroid  microsomal  antigen.  T3U  was  used  in  con- 
junction with  the  serum  T4  determination  to  derive 
the  Free  Thyroxine  Index  (FTI). 

The  following  commercial  RIA  kits  were  used 
in  the  study:  T4,  T3,  TSH  and  T3U  from  Becton- 
Dickinson,  Immunodiagnostics,  ARIA  II  System, 
Salt  Lake  City,  Utah;  thyroid  microsomal  antibody 
and  thyroglobulin  antibody  test,  Ames  Division, 
Miles  Labs.,  Elkhart,  Ind.  Serum  FT4  concentration 
was  determined  by  use  of  a labeled  T4  analogue 
(Magic  — single  step  FT4  RIA  — Corning),  serum 
Vol.  72,  No.  10/J.  FLORIDA  M.A./0CT0BER  1985/835 


Table  1 A.  — values  of  Thyroid  Function  Tests  in  Blood  Donors. 


Subjects 

Age 

t4 

ug/dl 

t3 

ng/dl 

<t3 

ng/dl 

T3U 

% 

FTI 

Male 

33.7  ± 9.8* 

7.1  ± 1.1 

149  ± 24 

22.2  ± 5.7 

30  6 ± 2.9 

7.2  ± 1.1 

Range 

20  - 60 

4.8  - 10.9 

83  - 222 

14.6  - 35.1 

24.1  - 38.2 

4.9  - 11 

n 

250 

246 

263 

25 

246 

247 

Females 

33.1  + 10.8 

7.6  ± 1.3“ 

137  ± 24“ 

20.7  ± 4.8 

28.9  ± 2.8“ 

7.3  ± 1.1 

Range 

20  - 61 

4 6 - 10.6 

88  - 208 

12.3  - 37.7 

23.0  - 36.6 

4.2  - 10.1 

n 

336 

296 

297 

82 

296 

296 

Total 

33.4  ± 9.9 

7.4  ± 1.2 

143  ± 2.4 

21.2  ± 5 

29.7  ± 2.9 

7.2  ± 1.1 

Range 

20  - 61 

4.6  - 10.9 

83  - 222 

12.3  - 37.7 

23  - 38.2 

4.2  - 11 

n 

586 

542 

560 

106 

542 

543 

‘mean  ± SD 
“p< 0.001  vs  males 


FT3  concentration  by  Amerlex  Free  T3  kit  (Amer- 
sham)  using  a 125I-labeled  deritive  of  T3.  Serum 
TBG  and  reverse  T3  concentrations  were  measured 
by  radioimmunoassay,  Serono  Diagnostics,  Inc., 
Braintree,  Mass. 

For  all  procedures  we  followed  the  manufac- 
turers' recommendations  precisely  and  used  the 
standards  provided.  All  sera  were  analyzed  in 
duplicate.  Control  sera  with  low  T4,  T3,  and  normal 
TSFi  concentrations  and  elevated  T3U  value  were 
from  Becton  Dickinson  Immunodiagnostics.  A pool 
of  sera  obtained  from  normal  pregnant  women  was 
used  as  a standard  with  an  elevated  T4  and  T3,  and 
low  T3U  value.  The  data  were  transferred  to  punch 
cards  that  were  then  processed  using  the  HESM31 
528  Univac  1100  program.  Evaluation  of  statistical 
significance  of  differences  was  by  "t"  testing  with  a 
95%  limit  of  significance.  The  intraassay  coefficient 
of  variation  (CV)  for  the  control  serum  (80  assays) 
was  0.85%  for  T4,  3.2%  for  T3,  and  1.6%  for  TSH. 
The  interassay  CV  was  calculated  for  standards  with 
decreased  and  elevated  T4  and  T3  concentration, 
normal  and  elevated  TSH  concentration  and  low  and 
high  T3  uptake  values,-  for  low  and  high  T4  this  was 
respectively  4.4%  and  3.8%,  for  T3  10.3%  and  7%, 
and  for  T3U  3.1%  and  3.5%.  The  interassay  CV  for 
sera  with  high  and  normal  TSH  concentrations  was 
15.7%  and  15.4%  respectively.  The  quality  control 
studies  for  the  thyroid  function  tests  were  part  of  the 
Proficiency  Testing  Program  of  the  Center  for 
Disease  Control,  Department  of  Health  and  Human 


Services,  Atlanta  Ga.,  and  the  Interlaboratory  Com- 
parison Program,  College  of  American  Pathologists, 
Skokie,  111. 


Results  • Table  1A  lists  the  values  of  thyroid  func- 
tion tests  in  blood  donors;  normal  values  may  thus 
be  defined  as  shown  in  Table  IB.  The  mean  serum 
T4  concentration  was  higher  in  women  than  in  men 
(p^ 0.0001),  while  the  mean  T3  concentration  and 
T3U  were  higher  in  male  than  in  female  donors 
(p^O.001).  There  was  no  statistical  difference  in  FTI 
values  between  these  two  groups. 

For  pregnant  women,  Table  2 summarizes 
typical  results,  i.e.,  elevated  total  T4  and  T3  and 
TBG  in  addition  to  a decrease  of  T3U.  In  this  group  a 
maximal  individual  value  of  serum  T4  concentration 
was  16.7  ug/dl,  for  T3  254  ng/dl  and  for  TBG  69.9 
mg/1.  However,  the  range  of  FTI  was  similar  to  that 
found  in  normal  nonpregnant  subjects. 

Serum  FT4  and  FT3  concentrations  were 
significantly  higher  in  normal  male  blood  donors 
than  in  females  (p^O.OOl);  serum  TBG  was  lower  in 
males  than  in  females  (p^  0.001)  (Table  3). 

Table  4 shows  the  values  of  serum  TSH  concen- 
trations in  blood  donors.  TSH  was  unmeasurable 
(<0.5uU/ml)  in  approximately  15%  of  both  females 
and  males;  in  95%  the  TSH  concentration  was  less 
that  3.5  uU/ml  and  5.2  uU/ml  was  the  highest 
value  observed. 


836/J.  FLORIDA  M.A./0CT0BER  1985/Vol.  72,  No.  10 


Table  IB.  — Normal  Values  for  Thyroid  Function  Tests. 


T4 

ug/dl 

Mean 

7.4 

± 2 SD 

5-9.8 

Range 

4.5  - 10.9 

t3 

rT3 

ng/dl 

ng/dl 

145 

21.2 

91  - 215 

11.2  - 31.2 

83  - 222 

12.3  - 37 

T,U 

FTI 

% 

29.7 

7.2 

23.9  - 35.5 

5.0  - 9.4 

23  - 38.2 

4.2  - 11 

Table  2.  — Values  of  Thyroid  Function  Tests  in  Normal  Pregnant  Women. 


T 

t3 

T3U 

FTI 

TBG 

ug/dl 

ng/dl 

% 

mg/L 

n 

255 

135 

135 

135 

100 

Mean  ± SD 

10.9  ± 1.9 

186  ± 28  8 

16.7  ± 2.4 

6.1  ± 1.1 

54  5 ± 8.5 

Range 

61  - 16.3 

131  - 254 

11.4  - 23  5 

3.8  - 9.7 

32.2  - 69.9 

A positive  test  for  antithyroglobulin  (=*-1:10) 
was  found  with  only  five  sera;  all  five  were  also 
positive  (^1:400)  for  antibody  to  the  microsomal 
antigen.  Therefore  data  for  only  the  latter  antibody 
are  given  (Table  5).  Of  all  blood  donors  10.7%  were 
positive;  the  prevalence  was  higher  in  females  (15%) 
than  in  males  (5%).  When  the  age  distribution  of 
subjects  with  positive  antibodies  was  analyzed,  75% 
of  males  and  88%  of  females  were  in  the  younger  age 
group  (20-40  years)  (Table  6). 

Abnormal  thyroid  function  tests  were  found  in 
8%  of  the  blood  donors  (47  of  586  subjects)  (Table 
7).  These  were  of  three  types  of  data,  viz.,  low  T3U 
with  high  T4  (all  female,  12%  of  336);  high  T3U  and 
low  T4  (four  men,  i.e.,  1.6%  of  250);  one  female  and 
two  males,  all  with  serum  positive  for  antibody  to 
the  microsomal  antigen,  had  TSH  above  normal. 

Discussion  • The  primary  intent  of  this  study  was 
to  establish  normal  values  of  thyroid  function  tests 
for  a routine  laboratory  using  sera  from  a group  of 
blood  donors.  These  are  listed  in  Table  1.  Analysis  of 
the  data  showed  significant  differences  between 
mean  values  of  TT4,  TT3  and  T3U  in  females  and 
males  although  the  differences  were  small  and 
clinically  irrelevant.  This  finding  of  statistical 
significance  is  a characteristic  of  analysis  of  large 
samples.1  Similarly  FT4  and  FT3  differed  between 
the  two  sexes,  males  having  higher  mean  values 
while  they  had  a TBG  concentration  significantly 
lower.  The  reason  for  the  difference  in  free  thyroid 
hormone  concentrations  is  unknown,  but  it  has 


been  previously  reported  by  analog  T4  RIA  deter- 
mination.2 Furthermore,  earlier  studies  described 
higher  TBG  levels  in  women  than  in  men3  and 
whether  such  findings  can  explain  the  differences  in 
FT4  and  FT3,  or  whether  they  are  of  physiological 
importance,  is  unknown. 

Although  the  prevalence  of  abnormal  thyroid 
tests  in  a general  population  is  uncertain,  in  this 
report  we  call  attention  to  the  fact  that  8%  of  586 
blood  donors  had  one  or  more  abnormality  and  that 
10%  had  positive  thyroid  antibodies.  As  Tables  3 
and  4 show,  several  alterations  of  thyroid  function 
tests  occurred.  The  abnormal  serum  total  T4  con- 
centration and  T3U  were  in  approximately  8%  of 
subjects,  the  majority  having  an  elevation  of  T4  with 
a low  T3U  and  the  rest  a low  T4  and  high  T3U. 
Although  clinical  data  are  missing  for  the  accurate 
interpretation  of  these  results,  it  is  most  likely  that 
the  alterations  can  be  attributed  to  changes  in  TBG. 
All  40  subjects  with  elevated  total  T4  and  low  T3U 
were  young  females  in  whom  an  increase  in  TBG 
due  to  estrogen  administration  is  highly  likely.  In 
contrast,  in  four  men  there  was  a low  T4  and  high 
T3U  compatible  with  TBG  deficiency.  A low  con- 
centration of  TBG  occurs  in  several  clinical  syn- 
drome such  as  hypoproteinemia,4'5  androgen 
therapy,6  or  secondary  to  hereditary  factors;7  any  of 
these  causes  may  have  been  operative  in  the  four 
men  we  identified. 

Thyroid  antibodies  occur  in  the  serum  of  pa- 
tients with  Flashimoto's  thyroiditis  or  Graves' 
disease  but  also  in  patients  with  subacute  thyroiditis, 
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Table  3.  — Free  Thyroid  Hormone  Concentrations 
and  TBC  in  Blood  Donors. 


subjects 

ft4 

ng/dl 

FT, 

pg/ml 

TBC 

mg/L 

Males 

Range 

n 

2.1  ± 0.4* 
1.24  - 2.56 

35 

5.1  ± 0.9 
2.98  - 6.44 

27 

25.8  ± 5.1 
18.3  - 46.1 
99 

Females 

Range 

n 

1.8  ± 0.2“ 
1.2  - 2.42 
109 

4.2  ± 0.7“ 
2.5  • 6.3 

107 

29.8  ± 5.8“ 
18.9  - 47.2 
132 

Total 

Range 

n 

1.9  ± 0.3 

1.2  - 2.96 
144 

4.4  ± 0.8 

2.5  - 6.44 
134 

27.9  ± 5.8 
18.3  - 47.2 
221 

‘Mean  + SD 

“p  0.001  males  vs  females 


thyroid  carcinoma  or  after  thyroid  surgery  or  therapy 
with  radioiodine.8  Previous  studies  on  blood  donors 
by  Bjoro  et  al  showed  a prevalence  of  antibodies  to 
thyroglobulin  of  3.4%  and  to  the  microsomal  antigen 
of  7.0%. 9 Similarly,  we  found  10.7%  of  blood  donors 
with  positive  thyroid  antibodies  with  the  higher 
prevalence  being  in  females  and  in  the  younger  age 
groups  (Table  5).  There  is  evidence  that  the  peak 
prevalence  of  thyroid  antibodies  reflecting  auto- 
immune thyroid  disease  occurs  between  the  age  of 


Table  6.  — Age  Distribution  of  Subjects  with  Positive  Antithyroid  Antibodies. 


Blood  Donors 


MALES 

FEMALES 

MALES  + FEMALES 

Age  Croup 

NO. 

Ab  + ve 

% 

NO. 

Ab  + ve 

% 

NO. 

Ab  + ve 

% 

19-20 

4 

0 

0 

4 

1 

25.0 

8 

1 

12.5 

21-30 

101 

5 

5.0 

99 

15 

15.2 

200 

20 

10.0 

31-40 

27 

1 

3.7 

81 

14 

17.3 

108 

15 

13.9 

41-50 

16 

1 

6.3 

21 

2 

9.5 

37 

3 

8.1 

51-60 

11 

1 

9.1 

15 

1 

6.7 

26 

2 

7.7 

61-65 

3 

0 

0 

1 

0 

0 

4 

0 

0 

Total 

162 

8 

4.9 

221 

33 

14.9 

383 

41 

10.7 

Ab  = Microsomal  antigen 
Titer  1:1600  and  up 
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Table  7.  — Prevalence  of  Abnormal  Thyroid 

Function  Tests  in  586  Blood  Donors. 


Females 

Males 

Elevated  t4 

40 

0 

with  low  TjU 

6.8% 

0 

Low  T„  with 

0 

4 

elevated  T3U 

0 

0.7% 

Elevated  TSH* 

1 

2 

‘Individual  results:  7ull/ml;  9.1  uli/ml  and  14  uli/ml;  all 
patients  antithyroid  antibodies  positive. 


50  to  60  years;10  our  finding  of  more  positive  results 
-in  the  younger  population  may  be  attributable  to  the 
small  number  of  older  participants  in  this  study. 

It  is  generally  accepted  that  the  majority  of  the 
available  techniques  for  the  measurement  of  serum 
TSH  have  poor  sensitivity  for  the  lower  limits  of  the 
normal  range.  In  this  study  of  euthyroid  subjects  we 
failed  to  detect  TSH  in  15.3%  of  subjects  and  the 
upper  limit  was  approximately  3.5uU/ml  (in  95%  of 
subjects,  Table  4).  An  elevation  of  serum  TSH  was 
seen  in  0.5%  of  subjects  and  in  these  there  were  also 
positive  thyroid  antibodies.  Since  the  serum  TSH 
concentration  is  the  most  sensitive  indicator  of 
thyroid  failure,  it  may  be  assumed  that  the  mild 
elevation  of  serum  TSH  and  positive  antibodies  in 
these  patients  represent  subclinical  hypothyroidism. 

In  conclusion  our  results  in  blood  donors  sug- 
gest that  a comprehensive  evaluation  of  thyroid 
function  tests  and  a screening  of  thyroid  antibodies 


are  necessary  to  establish  the  normal  range  of  values 
since  8%  of  presumably  euthyroid  subjects  have 
abnormalities  in  routine  tests. 
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Aberrant  right  subclavian  artery  as 
a cause  of  respiratory  distress  and 
dysphagia  in  an  adult 


Eduardo  Chapunoff,  M.D.,  F.A.C.P.,  F.A.C.C.  and  Irwin  B.  Boruchow,  M.D. 


ABSTRACT:  A 27-year-old  female  presented  with  a 
long  history  of  severe  attacks  of  respiratory  distress 
and  dysphagia.  The  physical  examination,  ECG, 
chest  x-ray  and  echocardiogram  were  normal.  A 
barium  esophagram  disclosed  a characteristic  inden- 
tation due  to  an  aberrant  right  subclavian  artery. 
Esophageal-tracheal  compression  may  be  related  to 
the  concomitant  existence  of  an  abnormal  origin  of 
the  carotid  arteries.  Following  corrective  surgery, 
the  patient  became  asymptomatic. 
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In  1794  Bayford  described  the  autopsy  of  a 62-year- 
old  woman  who  was  emaciated  and  had  experienced 
dysphagia  for  20  years.  The  esophagus  was  obstructed 
by  an  anomalous  right  subclavian. artery.  He  termed 
the  condition  "dysphagia  lusoria."  The  Latin  word 
lusor  means  deceiver,  a freak  of  nature. 

In  1945  Gross  first  successfully  divided  the 
artery  in  an  infant  with  good  results. 

This  has  been  described  as  the  most  frequent 
anomaly  of  the  aortic  arch  (.5  to  1%  of  population).1 
Usually  it  is  asymptomatic.  In  symptomatic  pa- 
tients, a double  aortic  arch  appears  to  be  the  most 
frequent  abnormality.  In  childhood,  an  aberrant 
right  subclavian  artery  can  cause  serious  respiratory 
and  swallowing  difficulties.  Adults,  almost  always, 
suffer  from  dysphagia  alone.2  This  report  describes 
the  occurrence  of  dysphagia  and  respiratory  distress 
in  an  adult  with  that  abnormality. 

Case  report  — A 27-year-old  white  female 
presented  with  a chief  complaint  of  intermittent 
episodes  of  shortness  of  breath  She  also  gave  a long 
history  of  difficulties  in  swallowing  manifested  by  a 
feeling  of  food  being  stuck  in  the  upper  third  of  her 
chest.  During  infancy  she  "would  choke  and  turn 
blue."  During  adolescence  and  adulthood  she  con- 
tinued to  have  sporadic  bouts  of  severe  dyspnea,  at 
times  associated  with  moderate  cyanosis.  Dysphagia 
was  a more  frequent  but  generally  less  distressing 
symptom.  She  saw  different  physicians  but  a 
definitive  diagnosis  was  never  reached.  During  the 
week  preceding  admission  to  the  hospital,  she  had 
alarming  attacks  of  dyspnea.  Her  physical  examina- 
tion, ECG,  chest  x-ray  and  echocardiogram  were 
normal.  The  barium  esophagram  (Fig.  1)  showed  a 
posterior  indentation  in  the  upper  third  of  the 
esophagus.  A retrograde  aortogram  confirmed  an 
anomalous  origin  of  the  right  subclavian  artery 
originating  from  the  descending  thoracic  arch.  The 
two  common  carotids  orginated  from  a single  trunk. 


Fig.  1.  — Preoperative  barium  esophagram  showing  inden- 
tation in  the  upper  third  of  the  esophagus  with  severe 
constriction. 


Because  of  the  severe  nature  of  the  symptoma- 
tology, surgery  was  recommended.  The  right  chest 
was  opened  through  a 4th  interspace  incision.  The 
aortic  arch  was  on  the  left  side.  The  subclavian 
artery  was  divided  and  an  8 mm  Gortex  graft  was 
sutured  end-to-end  to  the  artery  and  end-to-side  to 
the  ascending  aorta.  The  postoperative  course  was 
uneventful.  Four  years  following  surgery  the  patient 
remains  asymptomatic  and  the  barium  esophagram 
is  normal  (Fig.  2). 

Discussion  • Vascular  rings  are  aortic  arch 
anomalies  which  may  cause  tracheal  and  esophageal 
compression.  Clinically  the  three  most  important 
types  are  double  aortic  rings,  right  aortic  arch  with 
short  left  ductus  arteriosus  (ligamentum),  and 
retroesophageal  right  subclavian  artery.  Patients 
with  vascular  rings  are  usually  symptomatic  during 
infancy  and  childhood  with  symptoms  most  fre- 
quently involving  the  respiratory  tract.  Dysphagia  is 
less  frequent.  Respiratory  manifestations  include 
stridor,  wheezing,  cough,  episodic  choking,  cyanosis, 
aspiration,  respiratory  infection  and  death  by  com- 
plications of  respiratory  obstruction.3  The  few 
symptomatic  adults  with  an  aberrant  right  subcla- 
vian artery  nearly  always  complain  of  only 


dysphagia.  Rarely,  an  arteriosclerotic  aneurysm  of 
an  upper  mediatinal  shadow  on  the  chest  radio- 
graph.4 The  anomalous  right  subclavian  artery 
graph.4  The  anomalous  right  subclavian  artery 
originates  as  the  last  branch  of  the  aortic  arch 
beyond  the  left  subclavian  artery  and  follows  a left 
to  right  course  to  reach  the  right  thoracic  outlet. 
This  situation  usually  produces  no  symptoms.  On 
occasions,  symptoms  may  be  dramatic.3  Klink- 
hamer2  proposed  that  the  combination  of  an  aber- 
rant right  subclavian  artery  and  an  abnormal  origin 
of  the  carotid  arteries  is  required  for  occurrence  of 
compression  and  production  of  symptoms.  This 
may  explain  why  the  sole  presence  of  the  artery 
lying  behind  the  esophagus  and  well  fixed  between 


Fig.  2 — Postoperative  barium  esophagram  showing  reso- 
lution of  the  previously  constricted  area. 
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the  rigid  vertebral  column  behind  and  the  trachea  in 
front  is  enough  in  some  cases  to  produce  compres- 
sive symptomatology.5 

Normally  the  innominate  artery  and  the  left 
carotid  artery  originate  from  the  arch  at  a distance  of 
about  4 cm  from  each  other.  Consequently,  when  an 
aberrant  right  subclavian  artery  presses  the 
esophagus  (and  the  trachea),  this  space  is  utilized; 
the  esophagus  and  the  trachea  can  bend  forward  and 
no  compression  occurs.  However,  when  the  two 
carotids  are  situated  closer  to  each  other  or  there  is  a 
common  origin  of  the  right  and  left  carotid  arteries 
(bicarotid  truncus  arteriosus,  as  in  our  patient),  a 
V-like  structure  is  formed  and  the  trachea  is 
prevented  from  bending  forward.  It  is  noteworthy 
that  among  292  cases  collected  from  the  literature 
by  Klinkhamer  (76  publications),  a bicarotid  truncus 
arteriosus  or  a close  origin  of  the  carotids  was  found 
in  116  (36%)  and  symptoms  and  signs  of  tracheo- 
esophageal compression  were  only  present  in  these 
cases.  This  suggests  that  in  the  majority  of  symp- 
tomatic patients  with  an  aberrant  right  subclavian 
artery  the  described  abnormal  disposition  of  the 
carotids  would  be  responsible  for  the  compressive 
symptomatology.  The  reasons  for  the  episodic 
nature  of  the  symptoms,  however,  are  far  from  clear. 

The  simplest  way  of  reaching  a diagnosis  is  by 
barium  esophagram  which  shows  a characteristic 
oblique  posterior  indentation  in  the  upper  third  of 
the  esophagus  (Fig.  1).  More  precise  information  on 
aortic  vascular  rings  can  be  obtained  by  angiographic 
procedures  (conventional  arteriography  and  in- 
travenous digital  subtraction  angiography.6-7 

Division  of  the  artery  is  indicated  in  symp- 
tomatic patients.  In  infants,  delays  have  led  to 
catastrophes.3  In  children,  division  of  the  artery  is 
all  that  is  required;  however,  in  adults,  reestablish- 
ment of  blood  flow  to  the  subclavian  artery  is  the 
treatment  of  choice.8  Transection  of  the  subclavian 
artery  in  the  adult  without  reimplantation  in  the 


aorta  can  lead  to  ischemic  right  upper  extremity 
symptoms  and  a subclavian  steal  syndrome  of  varying 
severity.9  The  case  presented  indicates  that  adults 
with  an  aberrant  right  subclavian  artery  may  have 
severe  attacks  of  dyspnea.  It  also  suggests  that  long 
standing  paroxysmal  attacks  of  respiratory  distress 
and  dysphagia  associated  with  normal  physical  ex- 
amination, electrocardiogram  and  chest  x-ray 
should  invite  the  exclusion  of  a vascular  ring  abnor- 
mality, of  which,  in  the  adult,  an  aberrant  right 
subclavian  artery  would  be  the  most  likely  cause. 
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Computerized  tomography  and 
electroencephalography  in 
childhood  coma:  which  test  should 
be  performed  first? 
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ABSTRACT:  The  evaluation  of  the  comatose  child 
often  requires  use  of  computerized  tomography  of 
the  brain  and  electroencephalography.  The  results  of 
CT  scans  of  the  brain  in  56  and  EEGs  in  44  patients 
were  reviewed  to  determine  their  value  and  the 
order  in  which  they  should  be  performed.  We  suggest 
that  when  both  tests  are  being  considered  on  a given 
patient  the  CT  scan  should  precede  the  EEG  in  pa- 
tients with  head  trauma  and  in  those  whose  etiology 
has  not  been  established  and  that  the  EEG  should 
precede  the  CT  scan  in  patients  with  an  established 
etiology  for  coma  other  than  head  trauma. 
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V 

J— /valuation  of  the  comatose  child  often  requires 
the  use  of  computerized  tomography  of  the  brain 
and  electroencephalography.  The  purpose  of  this 
study  is  to  determine  the  order  of  these  tests. 

Methods  and  results  • There  are  many  definitions 
of  coma1'2  but  for  the  purposes  of  this  study  it  is 
defined  as  a state  of  altered  mental  status  with  a 
severe  deficit  of  the  arousal  mechanism.  In  this 
study  all  patients  had  an  acute  or  subacute  onset  of 
sleep-like  state.  They  were  either  unarousable  to 
deep  painful  stimuli  or,  if  aroused,  were  confused 
and  drifted  back  to  a sleep-like  state  when  the 
stimulus  was  discontinued.  None  were  aroused  by 
verbal  stimulation. 

One  hundred  one  comatose  children  aged  five 
weeks  to  15  years  hospitalized  consecutively  in 
Jackson  Memorial  Hospital  from  June  1979  to  April 
1982  constituted  the  study  population.  The  distribu- 
tion according  to  age  groups  was  as  follows:  one  to 
12  months,  26  patients;  12  to  26  months,  27  pa- 
tients; 36  to  72  months,  22  patients,  and  72  months 
to  15  years,  26  patients.  There  was  a male 
predominance  of  56  vs  45  with  twice  as  many  males 
having  suffered  head  trauma.  The  most  frequent 
cause  of  coma  was  head  trauma  followed  by 
metabolic  disorders  and  poisoning  (Table  1).  Intra- 
cranial infection  was  found  in  14%  of  our  nontrauma 
patients.  Seven  patients  had  no  established  etiology 
after  a thorough  clinical  and  laboratory  examination 
which  included  a spinal  tap.  After  a CT  and/or  an 
EEG  the  etiology  was  established  for  all  but  one  of 
these  seven. 

The  patients  were  divided  into  four  groups  ac- 
cording to  the  initial  neurological  examination  per- 
formed by  a pediatric  neurologist,  neurosurgeon  or  a 
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Fig.  1 — CT  Scan  results  in  20  head  trauma  patients 
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Fig.  4 — EEC  results  in  31  patients  without  head  trauma 


NORMAL 

DIAGNOSTIC  SCAN:  TREATMENT  REQUIRED 
DIAGNOSTIC  SCAN:  NO  TREATMENT  REQUIRED 
NON-DIAGNOSTIC  SCAN:  NO  TREATMENT  REQUIRED 


Fig.  2 — CT  Scan  interpretation  in  36  comatose  patients  without  head  trauma 
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Fig.  3 — EEC  results  in  13  head  trauma  patients 
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Table  1.  — Etiologic  Diagnosis 

of 

101 

Comatose 

Patients  and  Correlation  to  the  Neurologi- 

cal  Classification 

Total 

1 

II 

III 

IV 

Metabolic 

25 

Hepatic 

8 

5 

3 

Renal 

4 

2 

2 

Endocrine 

2 

2 

Fluid  and  Electrolyte 

7 

7 

Other 

2 

1 

1 

Trauma 

24 

4 

6 

8 

6 

Poisoning 

13 

12 

1 

CNS  Infection 

11 

Bacterial 

5 

3 

1 

1 

Viral 

6 

4 

2 

Cardiorespiratory  Arrest 

8 

2 

3 

3 

Septicemia 

7 

5 

2 

Near  Drowning 

6 

1 

5 

Cerebral  Vascular  Accident 

3 

1 

1 

1 

Seizure 

3 

2 

1 

Intracranial  Tumor 

2 

1 

1 1 

Unknown 

1 

1 

101 

52 

22 

19 

8 

Table  2.—  Croups  According  to  Neurological 

Examination. 

Brainstem 

Supratentorial 

Croups 

Deficit 

Lateralization 

l 

0 

0 

II 

+ 

0 

III 

0 

+ 

IV 

+ 

+ 

pediatric  intensivist.  The  groups  were  determined 
by  the  presence  or  absence  of  brainstem  abnor- 
malities and  or  lateralizing  cerebral  deficits  (Table 
2).  The  relation  between  the  different  etiologies  and 
the  neurological  classification  is  shown  in  Table  1. 
The  results  of  the  CT  scans  in  56  patients  and  EEGs 
in  44  were  considered  in  the  light  of  this  classifica- 
tion as  well  as  two  major  etiological  subdivisions: 
traumatic  and  nontraumatic.  Figures  1 and  2 cor- 
relate the  CT  scan  results  with  the  need  for  therapy 
in  trauma  and  its  contribution  to  the  etiological 
diagnosis  in  nontraumatic  coma  patients.  Figures  3 
and  4 indicate  the  EEG  findings  based  on  the  same 
premises  in  these  same  two  categories  (trauma  vs 
nontraumatic  coma).  All  these  figures  are  also  cor- 
related with  the  neurological  classification. 


Discussion  • The  diagnostic  capability  of  the  CT  in 
the  evaluation  of  head  trauma  cannot  be  overem- 
phasized.3'5 Of  24  patients  with  head  trauma,  20  had 
CT  scans  (Fig.  1)  eight  required  surgery.  Of  the  four 
groups,  patients  in  group  III  required  surgery  more 
frequently.  Though  none  of  the  patients  in  group  I 
required  surgery,  in  two  of  the  three  surgery  was 
considered  as  a therapeutic  measure.  Their  CT  scan 
did  not  alter  managemnt  of  15  patients  with  an 
established  etiology;  it  was  diagnostic  in  5 of  7 pa- 
tients without  one. 

EEGs  did  not  alter  management  of  the  comatose 
head  trauma  patient  except  in  cerebral  death  deter- 
mination (Fig.  3).  The  EEG  was  very  useful  in  the 
evaluation  of  the  nontraumatic  comatose  patient 
(Fig.  4).  Epileptiform  activity  was  present  in  seven 
of  31  patients  in  this  group.  In  contrast  to  the  CT 
scan  the  EEG  was  most  valuable  in  those  patients 
with  an  established  etiology.  Epileptiform  activity 
was  detected  in  six  of  the  26  of  these  patients  while 
only  in  one  of  the  seven  patients  whose  etiologic 
diagnosis  had  not  been  established. 

In  summary  we  believe  that  a CT  scan  should 
be  performed  prior  to  the  EEG  in  patients  with  head 
trauma  and  on  those  with  an  undetermined  etiology 
for  the  comatose  state.  The  EEG  should  precede  the 
CT  scan  in  nontrauma  patients  with  an  established 
etiology.  The  neurological  examinations  were  not  a 
good  indicator  as  to  which  should  be  performed  first. 
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WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  Treatment  of  hypertension 
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therapy  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
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hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally, a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SK&F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  Dyazide’  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide;  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  Dyazide' 
should  be  used  with  cautien  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
’Dyazide’  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  Dyazide’.  The 
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use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  Dyazide'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
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monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  ’Dyazide’,  although  a causal  relationship 
has  not  been  established. 

Supplied:  ‘Dyazide’  Is  supplied  as  a red  and  white  capsule,  in  bottles  of 
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moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker  (See 
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Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
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therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
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tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
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SPECIAL  ARTICLES 


Present  status  of  scoliosis 
screening  in  Florida  schools 


Joseph  C.  Flynn,  M.D.,  Max  F.  Riddick,  M.D.,  Charles  T.  Price,  M.D.,  and  Thelma  L.  Keller,  P.T. 


ABSTRACT:  Statewide  screening  of  Florida  school 
children  for  early  detection  of  spinal  deformity  is 
now  established  in  grades  6 to  9.  In  three  years, 
nearly  a half  million  (496,965)  examinations  have 
been  done.  The  incidence  of  possible  spinal  curva- 
tures in  these  children  is  6%  (32,368).  Our  history  of 
screening  is  recounted.  The  errors  and  pitfalls  have 
been  located  and  discussed.  The  routine  screening  of 
Florida  school  children  for  spinal  deformity  is  prac- 
tical and  effective. 
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The  advantage  of  early  detection  of  spinal  defor- 
mity in  growing  children  is  that  it  can  often  be 
arrested  before  becoming  severe.  At  the  least,  this 
will  spare  the  child  a serious,  painful  and  expensive 
operation  and,  at  the  most,  a lifetime  of  compromise 
because  of  appearance,  limited  function  and  pain. 


History  of  scoliosis  screening  in  Florida  • The 

routine  examination  of  school  children  for  spinal 
deformity  (scoliosis  screening)  originated  nearly  20 
years  ago  in  Delaware  and  has  been  successful  in  vir- 
tually eliminating  the  need  for  surgery  for  idiopathic 
scoliosis  in  that  state.1 

Scoliosis  screening  in  Florida  began  with  a pilot 
program  in  Orange  County  schools  in  1975. 2 This 
program  was  supported  by  the  Citrus  Orthopaedic 
Society  and  Florida  Orthopaedic  Society  and  had  the 
approval  of  the  Orange  County  Medical  Society. 
Primary  screening  was  done  by  physical  education 
teachers  who  had  been  trained  by  an  orthopaedist- 
physical  therapist  team.  Secondary  screening  was 
done  by  volunteer  orthopaedic  surgeons  of  the  Citrus 
Orthopaedic  Society.  The  idea  quickly  spread  to  sur- 
rounding counties  and  with  the  help  of  the  Florida 
Orthopaedic  Society  to  more  remote  counties.  Doc- 
tors, nurses,  physical  therapists,  parents,  and  school 
authorities  in  numerous  counties  cooperated  to 
spread  screening  across  the  length  and  breadth  of 
Florida. 

It  became  evident  that  a statewide  program,  to 
be  a reproducible  model  year  after  year  in  all  67 
counties,  could  not  depend  on  volunteer  orthopedists 
(some  counties  had  few  or  none).  We  turned  to 
Citrus  and  Hernando  Counties  where  the  school  or 
county  health  nurse  replaced  the  doctor.  The  suc- 
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cess  of  the  program  in  those  two  counties  served  as  a 
further  model  that  would  be  practical  for  all  67 
counties. 

Meanwhile,  the  School  Health  Advisory  Com- 
mittee of  the  Florida  Medical  Association  gave  its 
support  to  scoliosis  screening.  This  Committee  is 
composed  of  physicians  and  key  personnel  from  the 
Department  of  Health  and  Rehabilitative  Services  in 
School  Health  and  Family  Health  as  well  as  person- 
nel from  the  Department  of  Education. 


In  1979  the  Florida  legislature  man- 
dated scoliosis  screening  for  the  early 
detection  of  spine  deformity  in  Florida 
school  children. 


The  Health  and  Rehabilitative  Services  Com- 
mittee of  the  Florida  House  of  Representatives 
studied  the  need  for  scoliosis  screening  by  question- 
ing medical  witnesses  and  reviewing  the  pilot 
Orange  County  program.  Individual  legislators 
responded  to  the  request  of  Florida  Orthopaedic  Socie- 
ty and  Florida  Medical  Association  members  by  in- 
troducing and  supporting  the  necessary  amendment. 

In  1979  the  Florida  legislature  mandated  scoliosis 
screening  for  the  early  detection  of  spine  deformity 
in  Florida  school  children.  Section  402.32,  Florida 
Statutes,  1978  Supplement,  was  amended  on  July  1, 
1979  to  read:  "School  Health  Services  Program.  . .(5) 
Each  District  School  Board  and  the  Department  of 
Education  where  applicable  shall  have  the  duty  of: 
(f)  To  examine  each  public  school  child,  at  the 
proper  age,  for  scoliosis."  In  1980  the  legislature  in- 
cluded private  schools  in  the  mandate  for  scoliosis 
screening. 

Ten  year  screening  statistics  for  Orange  County 
are  shown  in  Table  1.  The  screening  was  done  in  20 
junior  high  schools,  grades  7 to  9.  In  the  first  four 
years  suspected  curves  were  seen  in  1.6%  of  students 
screened.  In  the  next  six  years,  2.4%  were  referred 


with  suspected  scoliotic  curves.  The  ratio  of  girls  to 
boys  was  2:1.  Orthopaedic  surgeons  screened  for  the 
first  seven  years.  Nurses  have  screened  since  1982. 
Note  that  the  number  of  suspected  curves  rose 
sharply  nearly  doubling  the  first  year,  then  gradually 
declined  as  nurse-screeners  gained  more  experience. 
The  number  of  cases  under  treatment  is  not  recorded 
until  1979.  Note  that  the  number  is  steadily  decreas- 
ing and  the  ratio  of  girls  to  boys  is  approximately 
4:1. 

The  initial  statewide  screening  was  done  in  the 
appropriate  junior  high  schools,  grades  7,  8 and  9 or 
grades  6,  7 and  8 in  those  counties  with  middle 
schools.  The  first  year  of  statewide  screening  in 
1979  to  1980,  49  of  67  counties  reported  70,503 
children  screened  with  5,664  (8%)  referred  for 
evaluation  for  possible  scoliosis;  1,571  (2%)  were 
placed  under  treatment  or  observation  (Table  2).3-4 

Statistics  for  1981-82  reporting  by  district  (1  to 
11)  rather  than  county  (Table  3)  showed  that 
235,131  children  were  screened.  Of  these,  5% 
(11,835)  were  referred  for  examination  and  87% 
(10,271)  completed  the  evaluation  by  a physician. 

For  1982-83,  our  third  year  of  screening,  (Table 
4)  191,331  children  were  screened.  The  nurse- 
screener  referred  8%  (15,272)  for  further  examina- 
tion; 15,176  completed  the  suggested  examination 
by  a physician.  Unfortunately,  we  do  not  have 
statistics  of  numbers  requiring  treatment  by  obser- 
vation, brace  or  surgery. 

We  are  now  in  our  fourth  year  of  statewide 
screening  and  state  officials  are  considering  stream- 
lining the  screening  program  by  selecting  one  grade, 
i.e.,  grade  6 or  7. 

Table  5 shows  the  number  of  children  in  various 
grades  6 to  9 across  the  state.  We  believe  that  screen- 
ing should  continue  in  7th  and  8th  grades  (ages  13 
and  14)  and  in  those  counties  having  junior  high 
schools.  Likewise,  it  should  continue  in  grades  6 
and  7 in  those  counties  having  middle  schools.  If, 
however,  we  were  forced  to  select  one  grade  only,  it 
would  be  the  7th  grade.  Seventh  graders  are  between 


Table  1.  — Scoliosis  Screening  Statistics,  Orange  county  Schools* 


NUMBER 

REFERRED 

TREATMENT** 

NON 

YEAR 

SCREENED 

Number 

Percent 

Girls 

Boys 

Girls 

Boys 

PARTICIPANTS 

1975-1978 

64,906 

1,086 

1.6 

746 

340 

— 

— 

— 

1979 

15,188 

138 

0.9 

94 

44 

71 

— 

1980 

16,880 

355 

2.1 

243 

112 

97 

35 

252 

1981 

16,366 

264 

1.6 

188 

76 

88 

28 

380 

1982 

16,376 

619 

3.7 

384 

235 

61 

14 

297 

1983 

14,636 

524 

3.5 

341 

183 

78 

8 

394 

1984 

13,299 

383 

2.8 

246 

137 

62 

13 

411 

*20  schools  screened  grades  7-9 
* 'Observation,  lateral  electrical  spine  stimulation,  brace,  surgery 
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Table  2.  — Florida  Screening  1979-80,  Grades  6-9, 

49  of  67  Counties. 

Total 


Screened 70,503 

Number  Referred 5,664(8%) 

Number  Treated 1,571  (2%) 


Table  3.  — Florida  Screening  1981-82,  Grades  6 to  9, 
11  Districts,  67  Countries. 

Screened 235, 131 

Referred 11,835  (5%) 

Completed 10,271 


12  and  13  years  of  age  and  have  two  or  more  years  of 
skeletal  growth  ahead  of  them.3 4 5  Discovery  of  scolio- 
sis in  these  children  will  usually  "catch"  it  in  time 
to  employ  a brace  to  control  or  prevent  progression 
of  the  spinal  deformity. 


Recommendations  for  primary  care  physicians  • 

The  primary  care  physician  (family  practitioner  or 
pediatrician)  should  carefully  examine  the  child’s 
back  for  scoliosis  and  kyphosis  as  outlined  in 
Figures  1-3.  If  he  feels  scoliosis  or  kyphosis  is  signifi- 
cant, he  obtains  an  x-ray.  Scoliotic  or  kyphotic  x-ray 
should  be  a 14  x 7 standing  anteroposterior  or 
lateral  thoracolumbar  spine.  A standing  x-ray  is  the 
one  necessary  to  diagnose  the  deformity  and  docu- 
ment the  amount  of  the  curve.  A supine  x-ray  would 
be  inadequate.  If  significant  scoliosis  or  kyphosis  is 
detected,  the  child  should  be  referred  to  an  or- 
thopedist either  as  a private  patient  or  to  local 
Children's  Medical  Services  Clinic  or  one  of  the  free 
children's  hospital  screening  clinics  such  as  the 
Florida  Elks  Children's  Hospital  at  Umatilla,  Ne- 
mours Children's  Hospital  at  Jacksonville,  Shriners 
Children's  Hospital  at  Tampa,  All  Children's  Hospi- 
tal, St.  Petersburg  or  Variety  Children's  Hospital  in 
Miami. 


Problems  Encountered  • 1.  Sheer  Numbers  of 
Positive  Examinations:  Our  screening  nurses  are 
trained  to  detect  a rib  or  lumbar  hump  and  they  have 
indeed  become  quite  skilled  and  conscientious  in 
detecting  these  humps,  hence  the  large  number  of 
children  presenting  for  examination.  We  have  no  easy 
and  inexpensive  way  to  separate  children  with 
minor  curves  from  those  with  major  curves  except 
for  examination  by  the  physician  and  eventually  an 
x-ray.  However,  after  the  first  x-ray  examination,  a 
curve  may  be  followed  by  observation  of  the  size 
and/or  angle  of  inclination  of  the  hump.  Bunnell 
from  the  Nemours  Children's  Hospital  in  Wilming- 
ton, Delaware  has  perfected  a specially  designed  in- 
clinometer that  measures  the  angle  of  trunk  rotation 


represented  by  the  hump.  The  method  is  simple, 
reliable  and  inexpensive  and  is  easily  taught  to  lay 
personnel  in  scoliosis  screening.  It  shows  promise  of 
eliminating  a large  number  of  false  positives.6 

2.  Failure  of  Parents  to  Follow  Through  with  Re- 
commendation to  Report  to  Physician:  This  happens 
for  reasons  of  ignorance,  fear  and  inability  to  afford  a 
private  physician.  In  our  first  year  of  screening  in 
Orange  County,  we  sent  a postcard  home  to  the 
parents  hand  carried  by  the  child.  This  was  a mis- 
take; many  of  the  children  never  delivered  the  card. 
We  solved  the  problem  by  mailing  the  cards. 

Ignorance  and  fear  can  be  countered  by  com- 
munication, transmitting  the  scoliosis  information 
to  the  parent  by  printed  material,  emphasizing  the 
possible  complications  and  need  for  early  care.  Free 
scoliotic  screening  is  offered  by  county  health  physi- 
cians, Children's  Medical  Services  and  the  various 
children's  hospitals. 


Ignorance  and  fear  can  be  countered  by 
communication,  transmitting  the 
scoliosis  information  to  the  parent  by 
printed  materail,  emphasizing  the 
possible  complications  and  need  for 
early  care. 


3.  Failure  of  Primary  Physician  to  Advise  the 
Family  Properly:  He  may  ignore  the  referral  and 
dismiss  the  child  without  examination.  If  a rib 
hump  is  found,  it  may  be  downgraded  in  importance 
as  being  of  little  consequence. 

4.  Failure  to  Obtain  Adequate  X-Ray:  The 

primary  care  physician  may  fail  to  order  an  x-ray  or 

may  obtain  a supine  film  which  fails  to  show  the 
real  amount  of  curve. 


Table  4.  — Florida  Screening  1982-83,  Grades  6-9, 

11  Districts,  67  Counties. 

Total 

Number 191,331 

Referred 15,139(8%) 

Completed 15,176* 

‘Includes  some  carry-overs  from  last  year  who  completed 
referral. 


Table  5.  — Number  of  Students  Eligible  for  Scoliosis 

Screening  - 1984. 

Grade  6 

213,959 

Grade  7 

125,582 

Grade  8 

118,664 

Grade  9 

122,456 

TOTAL 

580,661 
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Fig.  1 — A classic  rib  hump  seen  from  posterior  as  scoliotic  Fig.  2 — The  same  rib  hump  as  Figure  1 viewed  from 
patient  bends  forward  with  fingertips  and  palms  together.  anterior. 


PROCEDURE: 


Screenen  Sit  a few  feet  in  front  of  the  tape  mark  which  was  placed  on  the  floor. 

Place  Scoliosis  Screening  Report  Forms  on  a table  next  to  screener. 


If  necessary,  throughout  the  screening,  remind  the  student  to  stand  erect, 
neither“at  attention”  nor  slouching.  Stand  with  feet  together,  knees  straight, 
arms  held  relaxed  at  sides. 

Student:  Enter 


»/  Name  on  Class  Roll 
1.  FACE  SCREENER 

a)  Stand  erect 

b)  Bend  forward  - 
Palms  together 


la)  v/  High  shoulder 
v7  Uneven  hips 
y/  Unequal  arm  to  body  spaces 

b)  y/  Rib  hump 

\/  Uneven  contour 


2.  BACK  TO  SCREENER 

a)  Stand  erect 

b)  Bend  forward  - 
Palms  together 


High  shoulder 
Curved  spine 
Uneven  shoulder  blades 
Uneven  hips  or  waist  creases 
Unequal  arm  to  body  spaces 

Rib  hump 

Lumbar  (flank)  hump 
Uneven  contour 


3 TURN  LEFT  SIDE 
TO  SCREENER 

a)  Stand  erect 

b)  Bend  forward  - 
Palms  together 


3 a) 


' Excessive  swayback 

Guide:  Refer  if  it  prevents 
bending  forward  and  touching 
ankles. 

v/  Excessive  roundback 

v7  Unusual  contour  or  hump 

(Normal:  Smooth,  rounded  curve) 


Fig.  3 — Procedure  for  school  scoliosis  screeners. 


Reprinted  with  permission  from  "Screening  for  Scoliosis  in  Florida  Schools"  published  by  the  Florida  Orthopaedic 
Society,  1981. 
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5.  Failure  to  Appreciate  Progression  of  Curve  on 
Followup:  This  is  a common  error  in  treating 
scoliosis.  Either  inaccurate  measurements  are  made 
or  comparison  with  previous  x-rays  is  not  done.  Un- 
fortunately the  orthopedist  may  be  as  guilty  as  the 
primary  care  physician  on  this  one.  This  may  be 
remedied  by  careful  comparison  of  successive  films 
at  four  month  intervals  in  growing  children  with 
scoliosis. 

6.  Incomplete  Statistics:  From  the  schools,  we 
need  additional  information  from  the  postcard  filled 
out  by  the  physician  on  numbers  of  children  con- 
firmed to  have  scoliosis  and  type  of  treatment  begun 
(observation,  brace,  L.E.S.S.*  or  surgery). 

From  the  treating  physicians  we  need  to  know 
the  etiology  of  the  scoliosis,  its  curve  pattern  and  its 
magnitude  as  well  as  treatment  elected.  Such  infor- 
mation is  difficult  to  obtain  statewide  from  busy 
physicians.  We  hope  to  solve  this  with  a simplified 
computer  card  form  to  go  with  each  positive  child. 

Training  films  are  available  to  those  responsible 
for  screening  and/or  training  new  screening  person- 
nel: Spinal  Screening  Program  (Scoliosis  Research 
Society),  Scoliosis  Screening  for  Early  Detection 


(Gillete  Children's  Hospital),  and  School  Screening 
for  Scoliosis  (slide  cassette  training  for  screener). 
Contact  the  Florida  Orthopedic  Society,  Scoliosis 
Screening  Committee,  Post  Office  Box  18564, 
Tampa  33679. 

‘Lateral  Electrical  Spine  Stimulation 
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The  cost  of  no  prenatal  care 


Walter  J.  Morales,  M.D.,  Ph.D.,  Betty  J.  Vaughn,  M.D.,  N.  Donald  Diebel,  M.D.,  Ph.D. 


No  cold  statistic  expresses  more  eloquently  the  dif- 
ference between  a society  of  sufficiency  and  a socie- 
ty of  deprivation  than  the  infant  mortality  rate.  K. 
Newman,  Infant  Mortality  and  the  Health  of  Society 

Perinatal  mortality  rates  in  the  United  States 
have  experienced  remarkable  declines  over  the  past 
35  years,  from  39.7/1000  live  births  in  1950  to  29.3 
in  1970  to  17.7  in  1980, 1 undoubtedly  a reflection  of 
continued  advances  in  fetal-maternal  and  neonatal 
medicine.  Nevertheless,  as  our  17th  place  ranking 
indicates,  the  perinatal  mortality  rate  in  this  coun- 
try substantially  exceeds  that  of  other  industrialized 
nations.2 

The  data  indicate  that  although  low  birth 
weight  (LBW)  infants  weighing  less  than  2,500 
grams  constitute  less  than  10%  of  the  total  neonatal 
population,  they  account  for  up  to  75%  of  the 
perinatal  mortality.3  Therefore,  improved  neonatal 
outcome  can  only  be  accomplished  through  a reduc- 
tion in  the  rate  of  prematurity. 

The  results  of  a recent  study4  completed  at 
Orlando  Regional  Medical  Center  involving  488 
very  low  birth  weight  (VLBW)  infants  are  summa- 
rized in  Table  1.  All  infants  were  under  1,500  grams 
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and  gestational  age  less  than  33  weeks  and  were 
delivered  over  the  four  year  period  1981  through 
1984.  The  data  demonstrate  the  remarkable  inverse 
relationship  between  birth  weight  and  neonatal 
mortality,  length  of  stay  in  the  neonatal  ICU,  and 
neonatal  ICU  cost.  Further,  the  data  show  that  in- 
deed for  gestations  between  26  and  33  weeks,  each 
day  lost  of  intrauterine  life  resulted  in  three  days  of 
neonatal  ICU  care.  Moreover,  for  each  ten  days  of 
additional  intrauterine  life,  neonatal  mortality  was 
decreased  by  about  50%,  thus  demonstrating  that  in 
spite  of  great  technological  achievements  in  neonatal 
medicine,  "maternal  ICU"  is  still  in  general  the 
superior  environment  for  the  immature  fetus. 
Therefore,  once  more  it  must  be  emphasized  that  if 
one  is  to  achieve  substantial  reduction  in  the 
perinatal  mortality  rate,  it  is  imperative  that  the 
rate  of  prematurity  be  decreased. 

Creasy  and  associates5  demonstrated  that  the 
rate  of  prematurity  could  be  reduced  through  an  in- 
tensive program  of  patient  education  regarding  the 
subtle  signs  of  premature  labor,  identification  of 
those  patients  at  risk  for  prematurity  and  the  ag- 
gressive managment  of  premature  labor.  From  the 
efforts  of  this  study  evolved  the  Creasy  protocol 
adopted  by  prenatal  care  clinics  in  Florida  in  1983. 

While  the  Orange  County  Health  Department 
(OCHD)  actively  screens  and  evaluates  each  patient 
enrolled  in  its  prenatal  clinics  for  risks  of  premature 
delivery  and  possible  referral  to  the  High  Risk 
Obstetrical  Clinic  (HROC)  for  more  extensive 
monitoring,  restricted  funding  has  resulted  in  the 
exclusion  of  patients  with  a gross  income  exceeding 
poverty  level:  $4,980  single  patient  through  $10,200 
for  a family  of  four. 

Despite  a 30%  population  growth  in  Orange 
County  over  the  past  eight  years,  the  number  of 


Table  1. 

— Outcome  of  Very  Low  Birth  Weight  Infants. 

WEIGHT 

"*=800  gm 

801-1000  gm 

1001-1200 

1201-1500 

Number  VLBW  Babies 

74 

96 

124 

194 

Average  Gestational  Age  (weeks) 

27 

28 

50 

31 

Mortality  No(%) 

49(66) 

26(27) 

18(15) 

9(5) 

Average  Hospital  Days  in  NICU 

115 

72 

64 

49 

Average  Cost  Per  Surviving  Infant 

$105000 

$52000 

$39000 

$27000 

Intraventricular  Hemorrhage  (%) 

78 

66 

35 

25 

Respiratory  Distress  Syndrome  (%) 

62 

60 

48 

35 

obstetrical  patients  served  by  the  OCHD  clinics  has 
been  reduced  by  50%  as  a result  of  budgetary  restric- 
tions. 

The  purpose  of  this  study  was  to  quantitatively 
establish  the  cost/benefit  effects  of  the  current 
health  care  policies  and  to  propose  alternatives. 

Materials  and  methods  • Over  the  two  year  period 
January  1983  through  December  1984,  there  were 
10,011  deliveries  at  Orlando  Regional  Medical 
Center,  a tertiary  care  facility  serving  Central 
Florida,  and  of  these  994  (10%)  received  no  prenatal 
care.  Of  the  9,017  patients  who  received  prenatal 
care,  6,220  (69%)  were  managed  by  private  atten- 
ding physicians,  2,432  (27%)  were  followed  at  the 
OCHD  and  365  (4%)  at  the  HROC.  The  outcomes  of 
these  pregnancies  were  studied  in  terms  of  incidence 
of  premature  births  (LBW  and  VLBW  infants),  rates 
of  stillbirth,  neonatal  mortality  and  neonatal  care 
costs,  to  establish  a quantitative  effect  of  limiting 
prenatal  care. 


The  data  were  analyzed  by  means  of  the  Chi- 
square  and  the  Student  t-tests.  Differences  were 
considered  significance  at  a .05  level. 

Results  • The  race,  age  and  parity  distributions  of 
these  groups  of  patients  are  shown  in  Table  2.  The 
medical  complications  of  those  patients  followed  at 
the  HROC  are  summarized  in  Table  3. 

Table  4 summarizes  the  outcome  of  these  preg- 
nancies. As  shown,  the  incidence  of  LBW  and  VLBW 
infants  was  significantly  higher  in  the  group  of  pa- 
tients with  no  prenatal  care,  34%  vs  8%  and  13.5% 
vs  1.5%  respectively,  statistically  significant  at 
p .001.  Furthermore,  although  dealing  with  pa- 
tients with  significant  medical  complications 
predisposing  to  premature  birth  and  poor  pregnancy 
outcome,  the  rate  of  prematurity  among  patients 
receiving  prenatal  care  at  the  HROC,  13%  LBW  and 
2.7%  VLBW,  was  considerably  less  than  the  group 
with  no  prenatal  care. 


Number  of  Patients  No(%) 
Teenage  Pregnancies  No(%) 
Primigravida  No(%) 


Race 

Caucasian  No(%) 
Noncaucasian  No(%) 


Table  2.  — Characteristics  of  Patients. 

PRENATAL  CARE 

None 

Private 

OCHD 

HROB 

994(10) 

6220(62) 

2432(24) 

365(4) 

206(21) 

217(3) 

730(30) 

55(15) 

278(28) 

1866(30) 

806(33) 

88(24) 

606(61) 

5474(88) 

1265(52) 

201(55) 

388(39) 

746(12) 

1167(48) 

164(45) 
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Lack  of  prenatal  care  also  resulted  in  a substan- 
tial increase  in  the  rates  of  neonatal  mortality  and 
stillbirth,  32.2  and  26.2/ 1000  live  births  respectively, 
when  compared  to  those  with  prenatal  care,  3.54 
and  9.5/1000  live  births,  statistically  significant  at 
p .001.  Similarly,  the  average  neonatal  cost  per 
surviving  infant  in  the  group  receiving  no  prenatal 
care  was  $5,080  as  compared  to  $760  in  the  patients 
whose  mothers  had  received  prenatal  care,  p^.001. 

Discussion  • The  results  from  this  two  year  study 
involving  10,011  patients  demonstrate  that  lack  of 
prenatal  care  resulted  in  a fourfold  increase  in 
premature  births  and  fivefold  increase  in  perinatal 
mortality.  Even  when  compared  to  a group  of  365 
patients  with  significant  medical  complications,  the 
group  without  prenatal  care  had  substantially  worse 
pregnancy  outcomes,  thus  indicating  that,  indeed, 
lack  of  prenatal  care  is  the  single  most  significant 
adverse  parameter  affecting  pregnancy. 


The  results  from  this  two  year  study 
involving  10,011  patients  demonstrate 
that  lack  of  prenatal  care  resulted  in  a 
fourfold  increase  in  premature  births 
and  fivefold  increase  in  perinatal  mor- 
tality. 

The  rising  cost  of  medicine  has  understandably 
resulted  in  a limitation  of  funds  available  for 
obstetrical  and  neonatal  care.  However,  aside  from 
the  ethical  and  moral  considerations  associated  with 
the  parental  grief  from  poor  pregnancy  outcomes, 
factors  never  to  be  minimized  by  health  care  pro- 
viders, the  cost-benefit  consequences  of  the  current 
policy  of  limiting  prenatal  care  funds  can  be  quan- 
titatively estimated.  Neonatal  ICU  care  based  on 
1983  costs  resulted  in  an  expenditure  of  $5,916,000 
in  the  group  of  patients  without  prenatal  care.  The 
average  cost  of  providing  prenatal  care  in  the  OCHD 
clinics  in  1983  and  1984  was  $550/patient.  Thus, 
$546,700  would  have  been  required  to  provide 
obstetrical  care  to  994  “walk-in"  patients  who 
delivered  at  Orlando  Regional  Medical  Center  with 
no  prenatal  care.  Since  based  on  the  outcomes  of  pa- 
tients receiving  prenatal  care,  it  would  have  been  ex- 
pected that  1.3%  of  live  born  infants  would  have  re- 
quired neonatal  ICU  care  at  an  average  cost  of 
$44, 150/patient;  the  approximate  total  medical 
cost,  had  prenatal  care  been  provided  to  the  994  pa- 
tients, would  have  been  $1,117,000.  Thus  failure  to 
provide  initial  funds  for  prenatal  care  resulted  in  an 
overall  net  additional  cost  of  $4,798,000  in  this  one 
center  alone. 

One  may  also  note  that  the  difference  in  the 
average  neonatal  cost  between  the  group  with  no 
prenatal  care  and  those  with  was  about  $4,000.  Thus 
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Table  3.  — Medical  Complications 
Clinic  Patients. 

of  High  Risk 

Number 

Premature  Labor 

54 

Chronic  Hypertension 

46 

Diabetes  Mellitus 

66 

CLASS  A 22 

CLASS  B 13 

CLASS  C 23 

CLASS  D 5 

CLASS  R 3 

Pylonephritis 

29 

Renal  Disease 

13 

Asthma 

16 

Epilepsy 

19 

Collagen  Vascular  Disease 

9 

Thyroid  Disease 

9 

Cardiovascular  Disease 

9 

Severe  Anemia 

8 

Drug  Abuser 

16 

Recurrent  Fetal  Wastage 

23 

it 

Incompetent  Cervix 

15 

Rh  Immunization 

5 

Premature  Rupture  of  Membranes 

11 

Hepatitis 

4 

Other 

13 

failure  to  spend  $550  for  maternal  care  resulted  in 
$4,000  spent  in  neonatal  care,  i.e.,  for  each  dollar  not 
spent  for  prenatal  care,  $7  are  added  to  the  total 
prenatal  expenditure. 

As  dramatic  as  the  cost  and  perinatal  mortality 
and  morbidity  figures  are  in  this  two-year  study  at 
ORMC  resulting  from  a fiscal  policy  which  fails  to 
provide  the  necessary  funds  for  preventive  care,  it  is 
reasonable  to  expect  that  these  findings  are  repre- 
sentative of  other  obstetrical  centers  throughout 
Florida.  Thus,  the  total  yearly  health  bill  throughout 


Table  4. 

- Effect  of  Prenatal  Care  on  Pregnancy  Outcome. 

PRENATAL  CARE 

None 

Private 

OCHD 

HROC 

Number  of  Patient  No(%) 

994(10) 

6229(62) 

2432(24) 

365(4) 

Cesarean  Section 

Total  No(%) 

209(21) 

1665(27) 

425(17) 

82(22) 

Primary  No(%) 

111(11) 

1201(19) 

303(12) 

55(15) 

Low  Birth  Weight 

(LBW)  «<  2500  gms  No(%) 

339(54)* 

503(8) 

192(8) 

49(13) 

(VLBW)  «<  1500  gms  No(%) 

134(13.5)* 

98(1.6) 

29(1.2) 

10(2.7) 

Stillbirth  Rate** 

26.2* 

8.4 

11.9 

13.7 

Neonatal  Mortality** 

32.2* 

3.53 

2.88 

8.21 

Average  Neonatal  Cost 
for  Surviving  Infant 

$5080* 

$780 

$660 

$1090 

*p-=.001 

**Per  1000  Live  Births  OCHD  Orange 

County  Health  Dept 

HROC  High  Risk  Obstetric  Clinic 

the  state  must  reach  totally  awesome  proportions.  It 
is,  therefore,  imperative  to  shift  the  emphasis  from 
that  of  the  acute  care  of  the  sick  mother  and  neonate 
to  the  far  less  costly  and  more  efficient  programs  of 
preventive  medicine.  This  can  be  achieved  through 
ensuring  that  all  expectant  mothers  throughout  the 
state  are  provided  adequate  prenatal  care.  Also  em- 
phasizing extensive  sex  and  contraceptive  education 
would  help  avoid  the  high  percentage  of  uplanned  and 
unwanted  teenage  pregnancies  that  contribute  a 
high  percent  to  premature  birth  and  perinatal 
morbidity. 
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MEDICAL  ECONOMICS 


The  pecuniary  benefits  of  medical 
care 


Every  month  the  medical  and  lay  literature 
reminds  us  of  the  enormous  expense  of  health  care. 
In  1984  the  cost  of  medical  care  in  the  United  States 
was  387.4  billion  dollars,  i.e.,  $1580  per  person  or 
about  10.6%  of  the  gross  national  product.  Physi- 
cian services  cost  75.4  billion  dollars  (19.5%  of  the 
total);  dentists  received  an  additional  25.1  billion 
dollars  (6.5%  of  the  total).  The  annual  pronounce- 
ment of  the  health  care  expenditure  figures  automati- 
cally triggers  a burst  of  editorial  and  political 
criticism.  The  medical  community  is  being  chastised 
for  permitting  the  cost  of  health  care  to  escalate.  It  is 
a moot  point  as  to  whether  physicians,  hospital  ad- 
ministrators or  medical  academicians  are  in  part  or 
in  whole  responsible  for  the  increase  in  cost,  and  I 
need  not  address  this.  I,  however,  do  wish  to  explore 
the  financial  benefits  of  the  increase  in  health  care 
spending.  Unfortunately  the  volume  of  studies  ex- 
amining the  positive  economic  benefits  of  increased 
spending  and  health  care  is  slender.  A scan  of  the 
medical  economics  literature  of  the  last  three  years 
reveals  that  studies  on  health  care  costs  outnumber 
studies  on  financial  benefits  by  a ratio  of  98:1. 

The  benefits  of  health  care  to  a patient  and  the 
patient's  physician  are  usually  perceived  in  terms  of 
pain  relief,  disease  cure  or  amelioration,  alleviation 
of  disability  or  prevention  of  more  severe  or  fatal 
outcomes  of  illness.  These  outcomes  are  difficult  to 
compute  and,  therefore,  are  of  trivial  concern  to  the 
health  care  fiduciary.  Health  economists,  however, 
will  acknowledge  certain  positive  outcomes  of 
health  expenditure,  e.g.,  reduction  in  mortality 
rates,  savings  engendered  by  prevention  of  condi- 
tions that  will  demand  more  intensive  future  expen- 
diture of  health  care  resources  and  prevention  of 
wage  loss. 


The  decline  in  mortality  rates,  particularly  for 
white  males,  levelled  off  between  1950  and  1970.  In 
the  decade  from  1940  to  1950,  the  mortality  rate  for 
the  entire  population  dropped  22%  but  then  fell  less 
than  4%  for  some  segments  of  the  population  per 
decade  between  1950  and  1970.  This  stimulated 
Fuchs  and  a few  other  medical  economists  to  ex- 
press great  misgivings  about  further  expansion  of 
health  care  investment.  However,  the  introduction 
of  Medicare  and  Medicaid  and  the  increase  in  per- 
sonal consumption  of  health  care  that  began  in  the 
late  1960s  and  1970s  initiated  a plunge  in  the  slope 
of  the  mortality  rate  that  has  never  been  seen 
previously.  The  overall  reduction  in  mortality 
dropped  20%  in  the  1970  and  1980  decades.  The 
greatest  reduction  in  mortality  rate  has  occurred  in 
the  45  to  54  and  65  to  74  year  old  age  groups. 

Mean  mortality  rates  are  listed  in  Table  1.  As 
we  expect,  rates  are  lower  for  females  than  males 
and  lower  for  whites  than  blacks.  Ischemic  heart 
disease  and  cerebrovascular  disease  account  for  50  to 
60  percent  of  all  deaths. 

Hadley  published  an  extensive  study  on  the 
relationship  between  medical  care  use  and  mortality.1 
His  study  population  was  large  and  national  in 
geographic  distribution,  examined  both  urban  and 
rural  areas  and  included  groups  of  all  ages,  sex  and 
race.  He  discovered  a significant  correlation  between 
the  use  of  medical  care  and  the  decrease  in  mortality. 
His  statistics  revealed  that  a 10%  increase  in 
medical  care  expenditures  per  capita  reduced  future 
mortality  rates  for  the  whole  population  by  1.6%. 
For  some  groups,  such  as  white  males  who  are  in 
their  prime  earning  years  between  the  ages  of  45  and 
64,  the  estimated  decrease  in  mortality  was  even 
larger  at  about  3%.  Translating  these  percentages  in- 
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Table  1.  — Mean  Mortality  Rates;  Deaths/1000  Adult  Cohorts 


Age 

White  Male 

Black  Male 

White  Female 

Black  Female 

45-64 

15  86 

22.82 

6.57 

13  88 

65  + 

75.81 

72.30 

4609 

57  30 

to  dollar  and  human  figures  demonstrated  that  each 
additional  $100,000  spent  on  medical  care  would 
prevent  between  0.3  deaths  in  the  45  to  64  year  old 
white  female  population,  1.9  deaths  in  the  45  to  65 
year  old  white  male  population  and  between  3 and 

3.9  deaths  in  the  black  male  and  female  populations 
respectively. 

A cynical  economist  might  ask  if  this  expen- 
diture of  an  additional  $100,000  is  justifiable  in 
monetary  terms  alone.  What  he  is  really  asking  is, 
"What  is  the  dollar  value  on  life?"  This  is  a most 
difficult  figure  to  assess,  but  Dolan  et  al.  attempted 
to  quantitate  this.2  Hadley  reported  that  each  addi- 
tional $100,000  spent  for  medical  care  would  save 

1.9  lives  in  the  45  to  64  year  old  white  male  group. 
Dolan  estimated  that  the  value  of  life  (expressed  in 
1977  dollars)  for  a male  in  the  40  to  45  year  old  age 
group  was  about  $180,000,  in  the  50  to  54  year  old 
age  group  $125,000,  and  in  the  60  to  64  year  old  age 
group  $45,000.  Preserving  1.9  lives  in  the  40  to  65 
year  old  age  group,  therefore,  would  justify  the  ex- 
penditure of  an  additional  $100,000  in  medical  care. 
Furthermore,  Dolan's  estimates  — if  expressed  in 
1985  dollars  — are  quite  low;  an  average  45  year  old 
white  male  in  this  age  group  now  earns  over  $20,000 
per  year  and  (even  allowing  for  the  discounting  of 
the  future  value  of  money)  he  would  be  expected  to 
earn  about  $500,000  during  the  remainder  of  his 
lifetime.  Averting  the  death  of  a man  with  this  type 
of  earning  potential  is  economically  sound. 

$urprisingly,  similar  estimates  of  the  value  of 
increasing  medical  expenditures  apply  to  infant 
mortality  rates.  A 10%  increase  in  health  care 
spending  in  this  age  group  results  in  about  a 1.5% 
reduction  in  the  mortality  rate.  For  every  increase  of 
$100,000  in  medical  care,  1.3  black  and  0.4  to  0.5 
white  infant  deaths  will  be  prevented.  From  1960  to 
1976,  expenditures  for  infant  health  care  increased 
and  infant  mortaliy  fell  42%  (from  26  to  15.1  deaths 
per  1000  live  births).  Thus,  for  both  adults  and 
infants,  increased  spending  for  health  care  results  in 
fiscal  payoffs  which  are  measurable. 

A second  method  for  analyzing  the  pecuniary 
benefits  of  medical  care  is  to  examine  the  savings 
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engendered  by  appropriate  and  timely  utilization  of 
the  health  care  system.  For  instance,  perinatal  care 
for  infants  born  to  mothers  who  received  no  prenatal 
care,  cost  society  3 to  11  times  more  than  infants 
born  to  mothers  who  received  adequate  prenatal 
care. 

Long-term  therapy  for  the  management  of 
hypertension  has  had  salutary  effects  on  the  in- 
cidence of  strokes,  ischemic  heart  disease  and  other 
cardiovascular  diseases  and  is  responsible  in  part  for 
the  significant  decrease  in  cerebrovascular  accidents 
which  has  been  observed  over  the  past  three  de- 
cades.3'4 The  annual  incidence  of  strokes  per  100,000 
population  observed  in  Rochester,  Minnesota 
decreased  from  194  in  the  1945  to  1954  decade  to 
103  in  the  period  from  1975  to  1979.  The  largest 
drop  occurred  in  the  economically  highly-productive 
55  to  64  year  old  group  in  which  the  incidence  fell 
from  370  to  170  per  100,000  population. 

The  cost  of  routine  treatment  of  hypertension 
(excluding  cardiovascular  and  cerebrovascular  com- 
plications) is  about  5 billion  dollars  annually.  Is  this 
cost  effective?  Definitely.  The  cost  of  caring  for  one 
stroke  patient  in  the  hospital  is  $13,000  to  $19,000; 
post  hospital  institutionalization  if  necessary  re- 
quires another  $125,000  to  $250,000  per  patient  for 
the  remainder  of  that  patient's  lifetime.  Assuming 
that  an  antihypertensive  program  prevents  100,000 
strokes  per  year,  that  the  average  hospital  costs  of 
treating  a stroke  patient  is  $13,000  and  that  the  anti- 
hypertensive program  keeps  30,000  patients  out  of 
institutions  at  an  average  savings  of  $170,000  for  the 
lifetime  of  the  patient,  then  and  effective  antihyper- 
tensive program  will  conserve  over  8 billion  dollars 
per  year  in  stroke  prevention  alone.  Additionally, 
programs  aimed  at  reducing  hypertension  have 
greatly  reduced  the  deaths  of  cardiovascular  and 
cerebrovascular  diseases  by  50%. 

Typical  savings  in  costs  fostered  by  antihyper- 
tensive programs  are  obviously  much  greater  than 
those  mentioned  here  and  far  exceed  the  5 billion 
dollar  cost  per  year.  Additional  savings  that  accrue 
from  preventing  hospitalizations  for  heart  failure 
and  renal  failure  have  not  been  incorporated  into 


these  figures.  Increased  health  care  expenditures  for 
the  timely  utilization  of  the  health  care  system  for 
the  treatment  of  hypertension,  therefore,  has  had  a 
great  payoff  in  lowering  future  consumption  of 
health  care  resources. 

Other  examples  of  resource  conservation  can  be 
enlisted.  For  instance,  the  use  of  psychotropic  drugs 
for  mental  illness  ablates  the  need  for  institutional- 
izing most  of  these  patients  and  saves  about  $35,000 
per  year  for  the  care  of  a single  patient.  Early  ag- 
gressive therapy  for  the  arthritic  patient  can  prevent 
joint  destruction  in  over  95%  of  patients,  and  sav- 
ings derived  from  preventing  the  need  for  one  joint 
replacement  (which  now  costs  about  $8,000)  can 
provide  total  care  for  an  arthritic  for  15  to  25  years. 
We,  of  course,  could  evoke  many  other  examples 
from  the  specialties  of  diabetes,  infectious  disease 
and  cardiovascular  disease  in  which  early  medical 
intervention  has  been  demonstrated  to  greatly 
diminish  future  demand  for  health  care  resources. 

A third  way  to  measure  cost  benefits  is  to  ex- 
amine the  effect  of  medical  care  on  job  performance 
and  wage  production,  but  data  pertaining  to  this  are 
sparse.  The  cost  to  society  of  work  lost  from 
respiratory  disease,  arthritis,  trauma  and  neurologic 
disease  has  been  well  documented.  Studies  are  not 
available,  however,  that  examine  the  effect  of  health 
care  on  worker  productivity.  The  few  small  studies 
that  have  been  published  are  limited  to  one  or  a few 
companies  and  indicate  that  a comprehensive  health 
care  plan,  consisting  of  a physical  fitness  program, 
antismoking  campaign  and  ready  access  to  medical 
care,  does  increase  worker  efficiency  and  decrease 
absenteeism  significantly.5  Stamping  a dollar  value 
on  such  programs  that  apply  to  all  workplaces 
throughout  society  is  not  possible. 


We  have  been  conscripted  into  a system  of 
bottom-line  medicine.  Since  physicians  control 
about  70%  of  all  health  care  expenditures,  the  in- 
surance companies,  politicians  and  corporations  are 
attempting  to  handicap  us  with  the  burden  of 
slenderizing  the  health  delivery  process.  We  should 
not  permit  the  trimming  functions  to  proceed  too 
exuberantly.  We  must  continually  remind  ourselves 
and  others  that  medical  care  is  not  a financial 
sinkhole  of  indefinite  dimension;  rather,  medicine 
can  be  a conduit  to  significant  financial  benefit  for 
all  of  society.  Perhaps  national  and  state  medical 
and  specialty  societies  need  to  develop  strategies  to 
extend  the  measurement  and  reporting  of  the 
monetary  benefits  of  health  care. 

Obviously  not  all  health  care  provides  a positive 
financial  return.  For  instance,  it  is  difficult  to  defend, 
by  cost  benefit  principles,  the  care  of  the  terminally 
ill  patient  or  a great  deal  of  elderly  care,  but  the 
medical  care  system  propagates  enough  monetary 
benefits  to  more  than  justify  its  humanitarian  func- 
tions. 
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People! 52 ) 

51.50 

51.50 

25.75 

U.S.News  Washington  Letter 

39.00 

39.00 

Co  1 n age ( 12  > 

14.00 

14.00 

11.95 

2 yrs<24) 

36.00 

Personal  Comput Ing (12) 18.00 

18.00 

8.97(9) 

Us  Magaz1ne(26) 

23.95 

17.95 

14.95 

Collectors  Mart(6) 

18.00 

18.00 

15.96 

/House  Beaut Iful (12) 

15.97 

7.99 

15.97 

Petersens  Photog(12) 

13.94 

6.97 

6.97 

Vanity  Fa  1 r ( 12 ) 

12.00 

9.00 

Columbia  Journ.Rev(6) 

16.00 

16.00 

9.95 

Humpty  Dumpty:4-7(8) 

11.95 

9.97 

9.97 

P laybl 1 1(12) 

15.00 

15.00 

15.00 

Vegetarian  TimesU2) 

19.95 

14.95 

14.95 

Coimentaryl  12) 

33.00 

33.00 

33.00 

Hunt l ng ( 12 ) 

13.94 

13.94 

9.97 

P layboyl 12) 

22.00 

19.00 

19.00 

Venture(12) 

18.00 

18.00 

9.00(15 

#Cormotsseur(12) 

19.95 

10.00 

19.95 

I nc (12) 

24.00 

12.00 

12.00 

P layglrK  12) 

20.00 

20.00 

17.50 

V I deo (13) 

15.00 

15.00 

7.50 

Consumers  Reoorts(12) 

16.00 

16.00 

16.00 

Income  Opportun. ( 12) 

7.95 

7.95 

3.98(10] 

Popular  Brldge(6) 

9.95 

9.95 

7.95 

Video  Review! 12) 

12.00 

6.97 

6.97 

Cons. Reo. Travel  letter(12) 

37.00 

37.00 

Infowor ld( 51 ) 

31.00 

29.58 

29.58 

♦Popular  Meehan les ( 12)13.97 

7.00 

13.97 

Village  Volce(52) 

32.76 

32.76 

16.50 

Crafts  Magazlne(12) 

15.00 

15.00 

15.00 

Inside  Sports(12) 

18.00 

11.97 

9.97 

Popular  Photogr.(12) 

11.97 

5.99 

5.99 

Vogue! 12) 

24.00 

21.00 

Cross  Country  Skt.(5) 

11.97 

9.97 

8.97 

2 yrs(24) 

23.94 

Popular  Science(12) 

13.94 

7.97 

7.97 

W Magazlne(26) 

26.00 

23.00 

17.95 

Cruise  Travet(6) 

12.00 

7.97 

12.00 

Instructor!  9 ) 

20.00 

20.00 

12.97 

2 yrs<24) 

15.94 

Wash. Post  Nat .Wk ly(26)52.00 

52.00 

52.00 

Cruising  Wor1d(12) 

18.00 

18.00 

14.00 

Jack  t Jill: age  6-8(8)11.95 

9.97 

9.97 

Present  Tense(4) 

14.00 

8.77 

8.77 

Weight  Watchers( 12) 

13.97 

11.97 

11.97 

Cycle! 12) 

14.00 

14.00 

6.99 

Jerusalem  Pos t ( 24 

18.46 

18.46 

15.97 

/Preventlon(12) 

13.97 

7.00 

13.97 

W.Coast  Rev  of  Bks(6) 

12.00 

8.94 

8.94 

Cycle  World(12) 

13.94 

13.94 

6.97 

Jet (52) 

36.00 

30.00 

26.00 

2 yrs<24) 

13.97 

Wind  Surf  Magazine(12)19.00 

17.95 

17.95 

Daytime  TV(12) 

19.00 

19.00 

12.95 

Jr.  M):  age  9-13(4) 

11.95 

11.95 

8.95 

Pro  Football  Wkly(33> 

39.00 

39.00 

17.00(15) 

Winn tng[BicycleJ( 12) 

19.95 

17.95 

17.95 

Oigltal  Aud to( 12 ) 

19.97 

19.97 

16.97 

Ladles  Home  Jrn)(12) 

20.00 

17.97 

10.00 

Psychology  Today(12) 

15.99 

12.97 

12.97 

Woman's  Day ( 17) 

15.13 

15.13 

15.13 

#0 1 sc  over  ( 12) 

24.00 

13.00 

14.95 

Learnlng(9) 

18.00 

18.00 

9.90 

2 yrs(24) 

25.94 

Women's  Sports(12) 

12.95 

12.95 

8.95 

2 yrs(24) 

26.00 

VL lfe( 12) 

27.00 

13.50 

22.50(10] 

Radio  Electronlcs(12) 

15.97 

11.97 

11.97 

Workbasket (6) 

6.00 

6.00 

5.00 

17.97 

17.97 

12.97 

M:Ctvtl Ized  Man(12) 

24.00 

24.00 

24.00 

Reader's  Dfgest(12) 

15.41 

15.41 

15.41 

Workbench(6) 

6.00 

6.00 

5.00 

Oog  World (12) 

20.00 

20.00 

14.97 

2 yrs(24 ) 

42.00 

/Redbook(12) 

11.97 

6.97 

11.97 

Working  Mother (12) 

11.95 

9.95 

9.95 

15.75 

15.75 

7.95 

Mademol se 1 1 e( 12 ) 

15.00 

12.00 

Road  and  Track (12) 

17.94 

10.99 

10.99 

Working  Woman(12) 

18.00 

12.00 

15.00 

Ebony (12) 

16.00 

14.00 

9.97 

2 yrs(24) 

22.00 

Roll Ing  Stone(26) 

19.95 

19.95 

17.95 

World  Press  Review(12)17.9S 

17.95 

11.98 

85.00 

51.00 

51.00 

Medical  Update(9) 

12.00 

12.00 

9.95 

The  Runner (12) 

16.97 

12.97 

8.65(8) 

World  Tenn 1$(12) 

15.94 

15.94 

7.97 

22.75 

19.50 

9.97(10) 

Metropolitan  Home(12) 

15.00 

7.50 

7.50 

/Runner's  World (12) 

19.95- 10; 00 

12.97 

Writer's  Dig. (9  iss) 

1 8 . 00 

9.97 

9.97 

Esqu1re( 12) 

17.94 

9.95 

9.95 

Modern  Photoqraphy(12)13.98 

7.98 

6.99 

2 yrs<24) 

19.9b 

Yacht i ng ( 12 ) 

20.00 

20.00 

16.97 

12.00 

12.00 

9.00 

Modern  Screen(6) 

14.70 

14.70 

11.70 

Sal  1(12) 

21.75 

21.75 

21.75 

Yankee  (Colonial ) ( 12) 

15.00 

15.00 

12.97 

Fact(12) 

22.00 

22.00 

18.00 

#Money(12) 

29.95 

15.00 

19.95 

2 yrs(24) 

38.00 

YM(12) 

14.00 

10.95 

10.96 

Family  Clrde(17) 

14.97 

14.97 

Mother  Earth  News(6) 

18.00 

18.00 

14.97 

Salt  Water  5ptsmn(12) 

18.00 

18.00 

18.00 

/Business  Card  needed 

for  Office  Pr ice 

FMA  MAGAZINE  PROGRAM 

29  Glen  Cove  Ave.,  Glen  Cove,  N.Y.  11542 


MAIL  MAGAZINES  TO: 
NAME  


ADDRESS 


CITY 


. STATE . 


.ZIP. 


AFFILIATED  HOSPITAL/SCHOOL 


Required  (or  Educator  rates 


VISA  or  M/C  No. 


Exp.  Date. 


Prices  subject  to  publishers'  changes. 


PLEASE  SEND  THE  FOLLOWING  MAGAZINES: 


NAME  OF  PUBLICATION 

YEARS 

PRICE 

All  subscriptions  are  for  one  year  unless  otherwise  noted  TOTAL 

Guarantee:  Our  prices  are  the  lowest,  our  service  the  best. 

New  Order*:  Publishers  take  from  6 to  12  weeks  to  start  your  subscription. 

Renewals:  Please  send  the  address  label  from  your  magazine  at  least  8 weeks  in 
advance  of  expiration  date.  FLH0985 

Please  make  checks  payable  to  FMA  Magazine  Program 


Increase  your  level  of  reimbursement 
with  AHM's  vital  seminar: 

“Insurance  Coding: 

Procedural  CPT-85  and 
Diagnostic  ICD-9-CM” 

A one-day  professional  workshop  designed  to  increase  the 
proficiency  of  your  staff  in  collecting  what's  due  you. 

The  latest  revisions  on  specific  Florida  regulations. 

Here  are  just  a few  of  the  techniques  your  staff  will  learn: 

1.  Why  correct  coding  increases  your  level  of  reimbursement  — now  and  in 
the  future.  2.  How  the  insurance  carriers  use  coding.  3.  How  to  recognize  and 
code  each  procedural  component.  4.  Understanding  relationships  of  diagnoses 
and  procedures.  5.  Step-by-step  through  the  ICD-9-CM  — where  to  begin. 

6.  How  to  avoid  the  "no-pay"  and  "desperation"  codes. 

• How  coding  will  input  into  fee  profiles  of  the  future.  • Who  codes  the  pro- 
cedures and  diagnoses  that  you  don't!  • How  the  insurance  carriers  use  codes 
to  lower  your  reimbursement.  • Recognition  of  the  diagnosis  from  the  hospital 
chart  or  office  record.  • Use  of  simplified  terminology  to  relate  procedures  as 
they  appear  "on  your  records"  to  the  CPT-85.  • Defining  levels  of  service  for 
higher  reimbursement.  • Your  patient's  chart  — how  to  organize  it  for  ease 
of  coding  and  office  efficiency.  • Keys  to  unlock  the  complexity  of 
the  ICD-9-CM. 

Any  or  all  of  the  following  staff  members  will  benefit  from  our  seminar: 
Insurance  Secretary,  Receptionist,  Patient  Interviewer,  Credit  & Collections 
Counselor,  Bookkeeper,  Assistants,  New  Staff  Members,  Office  Manager, 
Supervisors,  Coordinators,  and  Doctors. 


Jacksonville 

Nov. 

11, 

1985 

West  Palm  Beach 

Nov. 

12, 

1985 

Tampa 

Nov. 

13, 

1985 

Daytona  Beach 

Nov. 

14, 

1985 

Orlando 

Nov. 

15, 

1985 

Pensacola 

Dec. 

10, 

1985 

Clearwater 

Dec. 

11, 

1985 

Sarasota 

Dec. 

12, 

1985 

Miami 

Dec. 

13, 

1985 

Florida  Seminar  Schedule 

sonville  Airport  Hilton  • 14000  Dixie  Clipper  Dr. 


Seminars  start  at  9 a.m.  and  are  over  at  4:30  p.m.  each  date 


All  seminars  are  taught  by  our  highly  qualified  AHM  staff 
members,  backed  by  our  company's  22  years  experience 
of  counseling  in  almost  all  facets  of  the  health  care  in- 
dustry. Tuition  includes  a comprehensive  work-book/ 
reference  manual,  sample  forms  and  resource  material 
plus  refreshments.  Seminar  is  tax  deductible  and  is 
fully  guaranteed  or  your  tuition  will  be  refunded  if 
you  are  not  completely  satisfied.  Over  38,700  physi- 
cians and  their  support  staff  have  attended  AHM  seminars 
nationwide. 


Fee:  $135.00  each  for  one  attendee  from  your  practice. 

$115.00  each  for  two  or  more  attendees  from  your  practice. 

Attendance  is  limited... please  register  early! 
Register:  Call  Toll  Free  800-543-4332 


ADMINISTRATIVE  HEALTH  MANAGEMENT  GROUP.  INC 
2600  Far  Hills  Avenue  • Dayton,  Ohio  45419 


... 

■ 
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New 

Motrin 800 mg 

ibuprofen 


Convenience 

Economy 


1980  The  Upjohn  Company 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001  USA 


J-5491  June  1985 


Consider  the 
causative  organisms... 


250-mg  Pulvules  t.i.d. 


offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  tor  prescribing 
information 

Indications  and  Usage  Ceclor'  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  ol  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae).  Haemoph 
itus  influenzae  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  ol  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor"  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clmitest" 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip, 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor’  (cefaclor,  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  ol  Ceclor  have  been  detected 
in  mother's  milk  following  administration  ol  single  500-mg  doses 
Average  levels  were  0 18.  0 20. 0.21.  and  0.16  mcg/ml  at  two, 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour.  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  etlecls  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a tew  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT.  SGPT,  or  alkaline 
phosphatase  values  (1  in  40). 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Penal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200). 

(061782R) 


Note  Ceclor"  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
©1984.  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 

Indianapolis.  Indiana  46285 
Eli  Lilly  Industries.  Inc 
Carolina.  Puerto  Rico  00630 
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NOTES  & NEWS 


1986  Leadership  Conference 
to  include  House  of 
Delegates  Meeting 

The  1986  Florida  Medical  Association  Leader- 
ship Conference  will  be  held  January  24-26,  at  the 
Lincoln  Hotel  in  Tampa.  Due  to  change  in  the  FMA 
Annual  Meeting  from  May  to  September,  an  interim 
meeting  of  the  House  of  Delegates  will  be  scheduled 
as  part  of  the  Leadership  Conference  on  Sunday, 
January  26. 

The  most  ambitious  and  comprehensive  pro- 
gram ever  planned  will  begin  with  the  Second  Annual 
Leadership  Skills  Seminar  for  Women  Physicians 
and  an  FMA  Auxiliary  meeting.  Other  programs 
scheduled  Friday  afternoon  include  a session  for 
Hospital  Medical  Staffs,  a meeting  of  county 
medical  society  executives,  a workshop  for  Contin- 
uing Medical  Education  sponsors  and  a session  on 
missing  children  co-sponsored  by  the  FMA  Auxiliary. 
An  early  bird  reception  will  be  held  from  5:30  to 
7:30  p.m.  Friday  evening. 

Saturday  morning  offers  a breakfast  General  Ses- 
sion featuring  a presentation  by  FMA  President  Luis 
M.  Perez,  M.D.,  on  present  and  future  activities  of 
the  Association.  Saturday  morning  will  provide 
workshops  on  physician  contracting,  legislation  and 
joint  ventures.  A General  Session  luncheon  will 
follow  with  a prominent  speaker  to  be  announced. 
Saturday  afternoon  includes  workshops  on  state 
government,  unionization,  risk  management  and 
media  relations.  To  complete  the  day,  a reception 
will  be  held  beginning  at  6:00  p.m. 

Sunday  morning  hosts  a FLAMPAC  breakfast, 
and  the  House  of  Delegates  will  be  convened  at  9:30 
a.m.  by  Guy  T.  Selander,  M.D.,  Speaker  of  the 
House. 

Detailed  information  about  the  1986  Leadership 
Conference  will  be  mailed  in  October. 


JCAH's  board  approves  revised 
"Rehabilitation  Services"  chapter  of 
1986  AMH 


At  its  August  1985  meeting,  the  Board  of  Com- 
missioners of  the  Joint  Commission  on  Accreditation 
of  Hospitals  (JCAH)  adopted,  revised  and  expanded 
"Rehabilitation  Services"  standards  for  inclusion  in 
the  1986  Accreditation  Manual  for  Hospitals  (AMH). 
The  standards  reflect  the  increase  in  the  scope  and 
intensity  of  rehabilitation  services  provided  by  acute 
care,  rehabilitation,  and  chronic  disease  hospitals. 
They  were  developed  with  the  help  of  a task  force  of 
experts  in  rehabilitation  care  and  were  sent  for  field 
review  to  more  than  4,700  individuals  and  organiza- 
tions concerned  with  rehabilitation  care. 

The  revised  and  expanded  standards  identify 
and  provide  quality  of  care  guidelines  for  those  ten 
rehabilitation  services  most  commonly  provided  by 
hospitals.  Those  standards  which  are  new  cover  pro- 
sthetic and/or  orthotic  services,  psychological  ser- 
vices, recreational  therapy,  social  work  services  and 
rehabilitation  medicine.  Revised  standards  include 
occupational  therapy,  physical  therapy,  vocational 
rehabilitation,  rehabilitation  nursing  services  and 
speech  pathology  and/or  audiology  services.  For 
each  of  these  services,  the  standards  specify  relevant 
patient  care  activities  and  mechanisms  to  be  used  to 
monitor  the  quality  of  care  provided. 

The  revised  and  expanded  standards  also  pro- 
vide specific  requirements  that  programs  must  meet 
to  qualify  as  offering  "comprehensive"  rehabilitation 
services.  These  requirements  include  providing  a 
range  of  services  that  include  medical  and  nursing 
care,  physical  and  occupational  therapy,  social 
work,  and  speech  and  language  services  as  well  as 
any  additional  services  needed  by  the  patient 
population.  In  addition,  the  rehabilitation  area  of  a 
hospital  must  have  designated  inpatient  beds  in  one 
or  more  organized  units  with  sufficient  space,  equip- 
ment, and  qualified  personnel. 

The  new  "Rehabilitation  Services"  chapter  will 
appear  in  the  1986  AMH,  which  will  be  published  in 
October  1985.  However,  to  allow  facilities  sufficient 
adaptation  time,  new  elements  of  the  standards  will 
not  become  effective  for  accreditation  decision  pur- 
poses until  July  1,  1986.  Until  then,  the  JCAH  will 
provide  recommendations  pertaining  to  new  ele- 
ments in  the  standards.  Contingencies  will  continue 
to  be  given,  as  usual,  for  those  elements  of  the  stan- 
dards that  remain  unchanged. 

Beginning  July  1,  1986,  a physician  specializing 
in  rehabilitation  care  will  be  added  to  the  regular 
survey  team  in  acute  care  hospitals  which  indicate 
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that  they  have  a comprehensive  rehabilitation  pro- 
gram as  one  of  their  services.  This  is  being  done  to 
provide  additional  survey  and  educational  expertise 
relative  to  the  rehabilitation  standards.  This  in- 
dividual will  replace  the  regular  physician  team 
member  when  surveying  freestanding  rehabilitation 
hospitals. 


USF  researcher's  discovery  helps 
identify  infant  disease 

Dr.  Daniel  Lim  is  one  inventor  who  does  not  ex- 
pect to  become  rich  and  famous  even  though  his  pro- 
duct bears  his  name. 

He  considers  himself  a scientist  — one  who 
would  rather  spend  his  time  with  his  test  tubes  and 
students  — deriving  satisfaction  that  he's  "helped 
mankind." 

Lim,  a microbiologist  at  the  University  of  South 
Florida  College  of  Natural  Sciences,  is  the  developer 
of  a culture  medium  to  grow  bacteria.  Named  Lim 
Group  B Strep  Broth,  his  medium  is  designed  to 
speed  up  the  growth  of  bacteria,  Group  B streptococ- 
ci (GBS),  that  infect  15  to  30  percent  of  all 
premature  infants.  Without  treatment,  50  percent  of 
diseased  infants  die  within  48  hours.  His  strep  broth 
makes  it  possible  to  positively  identify  high  risk 
mothers  and  babies  within  five  hours  after  testing. 

The  bacteria  that  cause  the  disease  are  common 
and  carried  in  the  vaginal  tract  by  20  to  30  percent  of 
all  women,  said  Lim.  The  vast  majority  of  these 
women  do  not  have  the  disease.  The  danger  is  when 
the  woman  becomes  pregnant  and  "the  bacterium  is 
transferred  to  the  infant." 

One  out  of  every  100  infants  with  the  bacteria 
will  develop  a serious  disease.  The  symptoms  of 
GBS,  immediately  diagnosed  at  birth,  include 
respiratory  infection,  sepsis  or  blood  infection  and 
meningitis. 

Lim's  wonder  broth,  an  enriched  test  tube 
culture  which  is  the  result  of  six  months  of ' 'looking 
at  different  enrichments,  antibiotics  and  combina- 
tions" and  putting  them  together  as  in  a recipe,  was 
developed  three  years  ago.  It  has  been  on  the  market 
for  one  year. 

But  Lim's  research  really  goes  back  seven  years 
when  he  met  with  representatives  of  Pharmacia 
Diagnostics,  a medical  research  firm.  Aware  of  his 
ongoing  work  in  studying  streptococci,  they  ap- 
proached him  about  researching  products  which,  he 
said,  turned  out  to  be  instrumental  in  developing 
the  GBS  broth. 


Lim  worked  with  the  firm  in  developing  a kit 
called  the  Phadebact  Strep  B Test  to  identify  the 
bacteria.  Another  company,  GIBCO  Laboratories,  is 
packaging  his  broth. 

Pharmacia  Diagnostics  and  GIBCO  have  provid- 
ed Lim  with  $106,000  ($41,000  for  research  and 
$65,000  for  chemicals,  travel  expenses  and  con- 
sulting fees)  since  1978,  but  he  does  not  receive  any 
royalties,  much  to  the  surprise  of  his  students. 

"I  feel  the  companies  have  been  more  than 
generous  with  me,"  Lim  said.  "They  have  supported 
my  research  here  at  USF.  I see  myself  among  those 
scientists  who  do  not  derive  financial  gain  but 
derive  satisfaction  knowing  that  they  have  helped 
mankind." 

Lim's  testing  procedure  involves  taking  a 
vaginal  culture  from  the  mother  just  before  birth 
and  placing  it  in  the  test  tube  broth.  Traces  of  the 
strep  B bacteria  will  appear  within  five  hours.  Treat- 
ment with  antibiotics,  in  most  cases  ampicillin, 
begins  immediately  after  diagnosis. 

"We  can  now  treat  infants  and  mothers  who  are 
high  risk  Group  B Strep  carriers  and  not  worry  about 
the  others,"  said  Lim.  "No  other  technique  can  do 
this.  We  can  avoid  unnecessary  treatment." 

Infants,  he  pointed  out,  can  have  dangerous 
allergic  reactions  or  other  serious  side  effects  from 
antibiotics.  They  also  can  build  resistance  to  the 
drug  so  that  it  will  be  ineffective  against  later  infec- 
tion. 

Lim  does  not  take  full  credit  for  the  testing  pro- 
cedure. He  did  the  initial  experimental  lab  work  but 
when  time  came  for  a clinical  evaluation  of  the 
medium,  the  borth  went  to  Tampa  General  Hospital 
and,  more  currently,  to  Orlando. 

A recently  completed  one-year  study  by  Walter 
J.  Morales,  chief  resident,  obstetrics  and  gynecology, 
and  Anthony  F.  Walsh,  chief  microbiologist,  of  the 
Orlando  Regional  Medical  Center,  has  shown  that 
high  GBS-risk  mothers  treated  with  ampicillin  six 
hours  before  birth  deliver  babies  who  are  not  in- 
fected by  GBS. 

In  the  test,  Lim  said,  there  were  zero  GBS  cases 
in  710  mothers.  In  1,274  untreated  cases  seven  in- 
fants contracted  the  disease.  Three  died.  In  another 
3,110  untreated  patients  seven  GBS  cases  were 
reported  with  one  death. 

"We've  made  a dramatic  breakthrough  in 
eliminating  death  from  this  disease,"  he  added. 

Not  content  with  the  results,  the  team  is  resear- 
ching methods  to  speed  up  the  five-hour  identifica- 
tion time,  possibly  developing  a protocol  where  doc- 
tors can  determine  high  risk  mothers  at  bedside. 
They  are  also  trying  to  discover  more  about  immune 
systems  and  determine  why  some  infants  are  more 
susceptible  to  GBS. 
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DEAN'S  MESSAGE 


Environmental  adaptation 


The  evolution  of  the  revolution  is  here.  With 
the  rapid  growth  in  organizations  offering  alter- 
native health  care  delivery  systems,  the  future  is 
very  unclear.  Insurance  companies,  investor-owned 
hospitals,  non-profit  hospitals,  private  industry,  and 
even  groups  of  physicians  have  entered  the  fray.  At 
best,  it  is  confusing  to  the  provider  and  certainly 
must  be  for  the  consumer. 

Of  course,  the  impetus  for  this  phenomenon  is 
economical  in  nature.  The  retention  of  market  share 
in  a changing  environment  has  become  paramount. 
Competition  and  cost  containment  are  here. 

As  defensive  measures,  some  medical  schools 
have  entered  the  market  offering  health  maintenance 
plans  to  their  constituency. 

One  wonders  where  medical  education  fits  into 
this  matrix.  How  are  students  of  medicine  to  receive 
a varied  patient  mix  for  their  clinical  education  if 
the  public  is  wedded  to  a closed  alternative  system? 
How  does  cost  containment  intertwine  with  educa- 
tion? While  efficiency  in  patient  care  is  an  admirable 
goal,  and  cost  containment  can  be  achieved  in  every 
patient  care  system,  will  high-quality  clinical  in- 
struction be  permitted  to  continue? 

A classic  feature  of  a health  maintenance 
organization  is  the  front-end  funding  of  patients 
with  a 10%  to  20%  hold-back  by  the  organization.  If 
services  provided  are  less  than  the  hold-back,  then 
there  is  a rebate  to  the  physician.  It  is  possible  that 
personal  financial  gain  will  lead  to  errors  in  judge- 
ment regarding  patient  care.  A two-tiered  system  of 
care  will  surely  evolve.  There  may  be  flow  charts 
devised  and  marketed  for  physicians  to  follow  in 
order  to  depict  the  most  profitable  way  to  treat  a 
given  patient.  Hence,  education  and  the  creative 
thought  process  — which  have  been  a hallmark  of  our 
education  — could  be  lost.  A major  shift  in  the 
setting  of  medical  education  would  take  place  to  a 
heavily  outpatient-oriented  setting.  However,  it  is 
doubtful  that  the  efficiency  of  a teaching  setting  will 
match  the  efficiency  of  a private  office  setting. 

Therefore,  the  impact  of  the  new  health-care 
schemes  on  medical  education  must  be  scrutinized, 
and  the  best  approach  to  address  the  problem  will  re- 
quire the  collective  thoughts  of  all  who  have 
benefited  from  the  high-quality  medical  education 
which  we  have  received.  Nevertheless,  adaptation 


to  the  environment  is  a characteristic  of  Homo 
sapiens.  With  your  assistance  and  counsel,  adapta- 
tion will  occur. 


William  B.  Deal,  M.D. 

Dean  and  Associate  Vice  President 
University  of  Florida 
College  of  Medicine 


ENCORES! 


An  important  message  for 
all  licensed  physicians 

The  Federation  of  State  Medical  Boards  is  a na- 
tional organization  composed  of  state  boards  of 
medical  and  osteopathic  medical  examiners  from  all 
states,  federal  territories,  and  Canadian  Provinces. 
At  its  annual  meeting,  held  this  year  in  Atlanta, 
Georgia  from  August  25  through  27,  one  of  the 
speakers  in  the  Saturday  morning  session,  August 
27,  on  fraudulent  medical  credentials,  was  Kenneth 
Nelson,  M.D.,  Medical  Advisor,  Office  of  the  In- 
spector General,  Department  of  Health  and  Human 
Services  (HHS).  Dr.  Nelson  presented  data  about  the 
Inspector  General's  campaign  to  reduce  Medicare 
and  Medicaid  fraud,  and  to  collect  health  care 
monies  collected  under  improper  or  illegal  circum- 
stances. 

Florida  was  chosen  as  the  pilot  state,  and  Dr. 
Nelson  reported  that  HHS  anticipates  recovering 
about  $4.5  billion  nationwide  in  funds  that  were  im- 
properly paid.  One  aspect  of  their  efforts  involves 
documentation  of  proper  medical  licensure  by 
Florida  physicians  who  receive  federal  health  care 
reimbursements,  and  the  HHS  computer  center  in 
Atlanta  is  checking  the  accuracy  of  licensure  data 
for  all  Florida  physicians  who  now  submit  health 
care  claims  for  Medicare  and  Medicaid  beneficiaries. 
Numerous  cases  have  already  been  identified  and  in- 
vestigated of  physicians  who  lack  a current  valid 
medical  license  but  are  submitting  health  insurance 
claims  and  receiving  payment  from  the  Florida  in- 
termediary, Blue  Cross  and  Blue  Shield  of  Jackson- 
ville. Dr.  Nelson  stated  that  there  are  instances 
where  Medicare  intermediaries  have  not  exercised 
enough  care  in  reviewing  the  credentials  of  the 
physicians  they  pay  federal  monies  to. 

These  investigations  have  already  produced 
dramatic  consequences  for  many  Florida  physicians 
whose  only  crime  was  the  inadvertent  failure  to 
renew  their  state  medical  license  as  required  by 
statute  on  a biennial  basis.  These  physicians  are 
considered  to  have  practiced  illegally  during  the 
period  their  license  was  inactive  and  they  are  ineligi- 
ble to  receive  federal  funds  for  services  provided  dur- 
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ing  that  time.  Dr.  Nelson  related  that  the  Inspector 
General  will  ask  for  a return  of  all  money,  and  will 
also  ask  for  interest  and  a penalty  of  $2000  per  claim. 

For  a busy  physician  with  a gross  annual  income 
of  $150,000,  with  an  estimated  one  third  from 
Medicare,  the  result  of  the  Inspector  General's  ad- 
ministrative action  would  be  a payback  of  about 
$50,000  per  year,  plus  interest  and  penalties  of 
$2000  per  claim.  It  is  likely  in  a situation  such  as 
this,  that  a total  reimbursement  will  be  demanded 
of  $100,000  or  more  per  year  in  which  the  physician 
practiced  with  an  inactive  license.  Failure  to  pay 
these  monies  would  result  in  a forfeiture  of  future 
participation  in  Medicare  and  Medicaid,  and  possi- 
ble other  legal  sanctions,  such  as  having  liens  placed 
on  personal  properties  and  other  assets.  If  the  In- 
spector General  suspected  any  fraudulent  motives  in 
the  physician's  practice  or  billing  for  federal  money, 
criminal  charges  would  also  be  added. 

Aside  from  these  federal  difficulties,  these 
physicians  face  administrative  legal  problems  in 
Florida  for  having  practiced  with  an  inactive  medical 
license,  and  for  having  failed  to  renew  their  license 
in  a timely  fashion  as  proscribed  by  law.  The  Inspec- 
tor General's  office  has  been  working  closely  with 
the  Florida  Department  of  Professional  Regulation 
(DPR),  and  the  Board  of  Medical  Examiners  in  this 
area. 

All  licensed  physicians  are  obligated  to  keep  the 
Board  of  Medical  Examiners  notified  of  their  proper 
address,  and  they  must  make  certain  to  keep  their 
medical  license  valid.  All  renewal  registrations  are 
issued  for  two  years  and  the  present  renewal  will  ex- 
pire on  December  31,  1985.  All  physicians  should 
receive  a computerized  renewal  application  by 
November  1984,  but  if  this  fails  to  arrive,  or  if  the 
physician  fails  to  mail  the  registration  form  back  to 
DPR  with  the  proper  amount  of  money,  his/her 
medical  license  will  automatically  become  inactive 
on  January  1,  1986.  If  that  physician  practices  in 
1986  with  an  inactive  medical  license,  that  practice 
is  done  so  illegally  and  in  violation  of  state  law.  The 
physician  will  face  an  administrative  complaint  and 
penalties  by  the  Board  of  Medical  Examiners,  in- 
cluding an  administrative  fine  and  a reprimand.  In 
addition,  any  monies  received  from  federal,  and 
possibly  even  private  insurance  carriers  during  this 
period  when  the  license  was  inactive,  must  be 
returned  to  the  government  with  interest  and 
penalties. 

Several  Florida  physicians  have  already  been 
disciplined  by  the  Board  of  Medical  Examiners  for 
having  failed  to  renew  their  license,  and  for  having 
practiced  with  an  inactive  license.  They  were  issued 
a reprimand  and  an  administrative  fine  upon  the 
reinstatement  of  their  license,  and  they  face  grave 
financial  and  possibly  even  legal  sanctions  from  the 
federal  government.  Several  physicians,  including 
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one  from  South  Florida,  had  practiced  for  as  long  as 
three  years  with  an  inactive  license  and  he  may  be 
asked  to  reimburse  the  federal  government  for 
several  hundred  thousand  dollars  or  more.  In  addi- 
tion, they  face  the  possible  loss  of  participation  in 
Medicare  and  the  devastating  effect  that  could  have 
on  their  practices.  It  is  uncertain  now  what  sanc- 
tions, if  any,  will  be  applied  by  private  insurance 
companies.  States  attorneys  could  also,  if  they  wish, 
file  criminal  charges  for  practicing  medicine 
without  a medical  license,  which  is  a third  degree 
misdemeanor. 

All  physicians  must  possess  a current  valid 
medical  license.  Doctors  should  keep  the  wallet 
registration  certificate  in  their  wallet  or  on  their  per- 
son in  some  other  way,  and  they  should  check  it 
periodically  to  verify  the  listed  name,  address,  and 
expiration  date.  Failure  to  renew,  even  when  done 
inadvertently  in  the  absence  of  malice,  can  result  in 
severe  difficulties  and  should  be  avoided  by  the 
relatively  easy  process  of  renewing  in  a timely 
fashion  and  notifying  the  Board  of  Medical  Ex- 
aminers of  any  address  change. 

Endorsement  licenses  • An  analogous  situation 
has  arisen  when  physicians,  who  receive  a Florida 
medical  license  by  endorsement,  fail  to  notify  the 
Board  of  Medical  Examiners  of  their  practice,  as  re- 
quired by  statute,  during  the  first  three  years  in 
which  they  possess  that  endorsement  certificate. 
The  holder  of  an  endorsement  license  must  prove 
one  year's  medical  practice  in  Florida,  commencing 
during  the  36  months  after  the  license  was  issued,  in 
order  to  make  that  endorsement  license  permanent 
and  unrestricted.  If  the  holder  of  the  endorsement 
license  fails  to  do  so,  that  license  is  declared  null 
and  void  on  the  third  anniversary  date  of  its  is- 
suance, and  practice  after  that  time  is  done  with  a 
license  that  is  null  and  of  no  legal  authority. 

Physicians  who  receive  an  endorsement  license, 
must  notify  the  Board  of  Medical  Examiners  of  any 
change  of  address  or  status,  and  must  make  certain 
to  document  their  one  year  practice  in  Florida, 
which  must  have  commenced  before  the  third  an- 
niversary date  of  the  issuance  of  the  endorsement 
certificate.  Extensions  of  the  three  year  period  are 
made  to  physicians  in  the  military  or  residents  at  ap- 
proved hospital  training  programs. 

If  there  are  any  questions  about  biennial 
renewal,  inactive  license  status,  or  Florida  endorse- 
ment certificates,  please  contact  Mrs.  Dorothy 
Faircloth,  Executive  Director,  Board  of  Medical  Ex- 
aminers, 130  North  Monroe  Street,  Tallahassee, 
32301. 

Richard  J.  Feinstein,  M.D. 

Miami 

Reprinted  with  permission  from  The  Florida  Board  of  Medical  Ex- 
aminers Newsletter. 


What  kind  of  justice  is  this? 

Save  us  from  the  lawyers 


The  young  professional  couple  had  frustration 
in  their  voices,  vengeance  in  their  hearts  and  a 
lawsuit  lurking  in  the  back  of  their  minds  the  first 
time  they  called.  They  were  a columnist's  dream, 
living  symbols  of  a problem. 

They  had  been  stood  up  by  a moving  company, 
literally  left  on  the  doorstep  when  the  moving  van 
did  not  show  up  on  what  was  supposed  to  be  their 
last  day  in  Washington. 

He  was  already  en  route  to  their  new  home,  and 
she  was  left  with  the  kids,  the  dog  and  a 48-hour 
disaster.  After  perfunctory  apologies,  the  movers  ad- 
mitted they  had  deliberately  overbooked  and  come 
up  short  of  vans;  "we'll  try  have  a truck  there 
tomorrow  afternoon."  Of  course,  the  people  who'd 
bought  the  house  were  planning  to  move  in  in  the 
morning. 

Weeks  later,  the  moving  company  reluctantly, 
begrudgingly,  with  not  a twinge  of  remorse,  agreed 
to  pay  their  weekend  motel  bill  plus  a couple  hun- 
dred bucks  of  other  out-of-pocket  expenses. 

"Is  that  all  we  get?"  the  couple  asked  the  other 
day.  What  about  the  two-day  nightmare,  the 
screaming  kids,  the  anxiety  and  emotional  damage? 
Somebody  ought  to  make  them  pay,  the  victims 
argued.  Otherwise  what's  to  stop  them  from  doing 
this  to  other  people? 

Shouldn't  businesses  that  do  wrong  by  their 
customers  have  to  pay? 

That  question  goes  far  beyond  innocent  Yuppies 
who  lost  a weekend  out  of  their  lives  because  of  an 
unscrupulous  moving  company.  It  affects  the 
women  who  suffered  miscarriages,  infections  and 
death  due  to  the  Daikon  Shield  made  by  A.  H. 
Robins  Co.  And  the  people  who  died  after  taking 
Oraflex,  the  arthritis  drug  once  made  by  Eli  Lilly  and 
Co. 

Each  of  these  cases  provides  evidence  that 
America  has  no  idea  what  to  do  about  rogue 
businesses.  We  have  no  effective  system  for  com- 
pensating the  victims  of  business  misdeeds,  no  good 
way  of  punishing  the  wrongdoers. 

Look  at  how  government  regulators  handled  the 
case  of  Oraflex,  a drug  the  government  says  has 
been  "possibly  linked"  to  49  deaths  in  this  country. 
Lilly  admitted  it  did  not  disclose  that  it  knew  four 
people  had  died  and  six  others  had  become  ill  after 
taking  Oraflex.  It  is  a violation  of  federal  law  not  to 
report  adverse  reactions  to  a new  drug;  Lilly  pleaded 
guilty. 


So  what  did  our  government  do?  It  gave  Lilly  a 
limp-wristed  slap  and  charged  the  company  with  25 
misdemeanors,  each  carrying  a $1,000  fine.  A 
$25,000  fine  for  covering  up  facts  that  might  have 
prevented  49  deaths. 

If  the  alleged  victims  of  Oraflex  are  to  get 
justice,  it  will  have  to  come  in  the  courts,  where 
dozens  of  lawsuits  are  now  pending. 

What  happens  to  the  Oraflex  cases  will  depend 
not  on  whether  the  company  did  right  or  wrong,  but 
on  how  the  plaintiffs'  lawyers  do  in  court.  If  they 
outpoint  Lilly's  lawyers  and  persuade  a jury  to 
award  punitive  or  compensatory  damages,  the  at- 
torneys may  win  millions  for  their  clients  or  their 
heirs.  If  they  screw  up  or  are  overpowered  by  Lilly's 
legal  staff,  their  clients  may  not  get  much. 

If  there  ae  a hundred  different  lawsuits  and  a 
hundred  different  courts,  there  will  be  a hundred  dif- 
ferent verdicts.  Not  all  of  them  will  be  just,  but  all  of 
them  will  be  justice  as  we  know  it. 

'•Similar  injustices  are  already  occurring  in  the 
thousands  of  lawsuits  filed  over  the  Daikon  Shield. 
Robins  has  been  fighting  every  claim,  insisting  its 
IUD  is  no  more  dangerous  than  any  other.  Robins 
has  been  winning  some  cases,  but  losing  most  of 
them  — losing  so  many  that  last  month  it  filed  for 
bankruptcy  court  protection  in  hopes  of  minimizing 
its  losses. 

Robins'  decision  to  duck  into  bankruptcy  court 

is,  by  any  reasonable  standard  of  business  ethics,  a 
dirty  trick.  Robins  is  not  bankrupt,  not  even  close  to 

it,  not  even  after  paying  — with  the  help  of  its  in- 
surance company  — $378  million  in  Daikon  Shield 
damages  and  another  $107  million  in  legal  fees. 
What  Robins  is  trying  to  do  is  cut  its  losses,  put  a 
ceiling  on  the  cost  of  the  5, 100  Daikon  Shield  claims 
that  are  still  pending  and  avoid  having  its  remaining 
assets  nibbled  to  death,  one  verdict  at  a time. 

Filing  for  bankruptcy  is  a dirty  trick,  but  who 
can  blame  them?  There  is  no  more  justice  for  Robins 
in  the  trial-by-tort  system  than  there  is  for  the 
women  who  wre  killed  or  maimed  by  the  Daikon 
Shield.  Some  of  them  have  gotten  millions,  others 
not  a dime.  It  depends  on  the  whim  of  judge  and 
jury,  the  denouement  of  duels  between  courtroom 
gladiators. 

When  the  legal  fees  in  any  series  of  cases  top 
$100  million,  it's  clear  that  lawyers  are  part  of  the 
problem.  Without  aggressive  plaintiffs'  counsel, 
there  v/ould  be  no  compensation  for  the  victims  of 
corporate  crimes.  But  the  lawyers  are  largely  respon- 
sible for  the  entire  nation's  befuddled  view  of  how 
victims  of  wrongs  should  be  compensated. 

We  have  developed  not  only  a legal  system  but 
also  a national  mindset  that  cannot  distinguish  be- 
tween the  trivial  and  the  tragic  when  it  comes  to  in- 
jury. 
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Our  courts  cannot  provide  justice  to  either  party 
in  tragedies  like  the  Daikon  Shield,  yet  we  continue 
to  insist  we  are  entitled  to  punitive  compensation 
when  the  moving  van  does  not  show  up  on  time.  I'm 
sympathetic  with  those  folks,  but  the  implications 
of  their  demand  for  recompense  are  more  outrageous 
than  the  wrong  they  suffered. 

No  less  trivializing  to  our  court  system  is  the 
lawsuit  filed  in  Virginia  recently  by  a woman  who, 
while  pregnant,  was  accused  of  trying  to  shoplift  a 
basketball  from  a sporting  goods  store.  They  took 
her  in  the  back  room  and  made  her  prove  she  was 
not  hiding  the  ball  under  her  maternity  top.  The  in- 
cident undoubtedly  was  not  funny  to  her,  but  is  a 
few  minutes  of  hassle  any  justification  for  the 
$500,000  claim  for  punitive  damages  she  has  filed? 

Egged  on  by  our  legal  advisers,  we  have  come  to 
believe  that  for  every  wrong,  there  is  a right  to  com- 
pensation in  the  courts.  But  we  have  to  begin 
acknowledging  that  lawyer-to-lawyer  combat  is  not 
the  only  way  to  assess  blame  and  determine 
damages.  There  has  to  be  a better  way. 


ferry  Knight 

Reprinted  with  permission  from  The  Washington  Post  National 
Weekly  Edition,  September  9,  1985. 


Fee  splitting  in  the  '80s? 

Almost  exactly  20  years  ago  I began  practicing 
Pathology  in  Lexington,  Kentucky.  The  first  order  of 
business  was  to  get  my  license  registered  at  the 
courthouse.  I had  had  my  Alabama  license  registered 
when  I was  a resident  and  I imagined  that  it  would 
be  the  same.  You  take  your  license  down  there  and 
pay  a couple  of  bucks  and  the  lady  stamps  some 
stamps  and  so  forth  and  it  is  done.  Not  so  in  Fayette 
County,  Kentucky.  In  addition  to  all  of  the  above 
you  had  to  sign  "The  Book." 

The  Book  was  a large  leather  bound  tome  about 
eight  inches  thick  composed  of  blank  pages  upon 
which  had  signed  all  of  my  predecessors  all  the  way 
back,  I suppose,  to  Ephraim  McDowell,  assuming 
the  countv  included  Danville  back  in  pioneer  days. 
In  signing  The  Book,  however,  I had  sworn  that  I 
was  neither  an  "advertising  doctor  nor  itinerant 
surgeon." 

It  is  inevitable  that  things  would  change  from 
pioneer  days  or  even  from  the  60's.  I do  not  know  if 
physicians  still  have  to  swear  and  sign  but  I do  know 
that  the  FTC  has  said  that  an  organization  in  the 
learned  professions  (like  the  AMA)  cannot  tell  its 
members  NOT  to  advertise.  I am  happy  to  see  that 
physicians  have  not  indulged  in  the  TV  excesses  and 
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poor  taste  that  the  attorneys  have.  As  for  itineracy,  I 
would  imagine  that  any  surgeon  who  works  at 
UCH,  Town  'n  Country,  and  Brandon  travels  more 
in  a day  than  could  have  been  dreamed  of  back  in 
those  days. 

Another  item  of  ethical  concern  involves  fee 
splitting.  In  times  past  I feel  that  we  knew  what  fee 
splitting  was.  The  AMA  Current  Opinions  of  the 
Judicial  Council  for  1984  says,  "Payment  by  one 
physician  to  another  solely  for  the  referral  of  a patient 
is  fee  splitting  and  is  improper  both  for  the  physician 
making  the  payment  and  the  physician  receiving  the 
payment."  It  states  further,  "In  each  case,  the  pay- 
ment violates  the  requirement  to  deal  honestly  with 
patients  and  colleagues.  The  patient  relies  upon  the 
advice  of  the  physician  on  matters  of  referral.  All 
referrals  and  prescriptions  must  be  based  on  the  skill 
and  quality  of  the  physician  to  whom  the  patient  has 
been  referred  or  the  quality  and  efficacy  of  the  drug 
or  product  prescribed." 

This  seems  to  be  pretty  clear  and  I feel  that  we 
all  have  an  awareness  of  what  is  meant.  Now  comes 
the  80's  with  prepaid  plans  and  a multitude  of  dif- 
ferent arrangements  with  physicians.  In  some  of  the 
plans  a physician  (or  clinic)  is  paid  a total  amount  of 
money  for  each  patient  (capitation)  from  which  the 
physician  must  provide  all  health  care  including  the 
services  of  consultants.  It  is  easy  to  see  that  this 
physician  will  have  more  of  this  total  amount  left 
(dare  I say  ' 'profit " ) if  he  ( 1 ) has  fortuitously  healthy 
patients  or  (2)  under  utilizes  consultants  or  (3) 
chooses  consultants  on  the  basis  of  negotiations  for 
fee  discounts. 

The  last  two  approaches  could  lead  to  com- 
promise of  patient  care  and  the  latter  has  the  same 
net  effect  as  fee  splitting.  The  consultant  gives  part 
of  his  fee  to  the  referring  physician  in  return  for  the 
referral  — that  it  is  given  before  or  after  the  fact  does 
not  lessen  the  effect.  It  could  be  said  that  it  is  done 
because  of  the  risk-taking  of  the  referring  physician. 
It  could  be  said  that  these  arrangements  are  those  of 
the  plan  and  the  physician  is  just  going  along  with 
them.  Remember  that  the  plan  managers  and  ad- 
ministrators are  businessmen  and  that  physicians 
are  supposed  to  be  professionals. 

It  is  said  that  physicians  must  become  better 
businessmen  in  their  practices.  I agree  that  we 
should  be  more  efficient,  more  prudent,  and  better 
utilizers,  but  I do  not  agree  that  medicine  is  no 
longer  a profession  in  which  fee  splitting  in  any  form 
can  be  condoned. 


Glenn  S.  Hooper,  M.D. 
Tampa 


Reprinted  with  permission  from  the  Hillsborough  County 
Medical  Association  Bulletin,  September  1985,  Vol.  31,  No.  4. 


Health  policy  in  1985  and  beyond 


Editor's  Note:  This  is  the  prepared  text  of  William  L.  Roper, 
M.D.’s  Jerome  Cochran  lecture,  which  was  to  have  been  given  at 
the  annual  session  of  the  Medical  Association  of  the  State  of 
Alabama  on  April  19,  1985.  Dr.  Roper,  an  Alabama  physician, 
was  forced  to  cancel  his  appearance  due  to  the  death  of  his 
mother. 


I am  grateful  to  the  Medical  Association  of  the 
State  of  Alabama  and  especially  to  Dr.  Hyman  for 
the  invitation  to  speak  to  the  Annual  Meeting. 

The  year  1985  is  a challenging  one  for  American 
medicine.  Although  it  is  almost  a cliche,  it  bears 
repeating  that  we  are  in  the  middle  of  a fundamental 
revolution  of  the  American  health  care  system. 

Someone  else  recently  put  it  another  way  by 
saying  "The  revolution  is  on.  It  may  not  have 
reached  your  area  yet,  but  if  you  haven't  heard  the 
shouting  you  are  not  listening." 

I was  asked  to  give  the  Federal  government  view 
of  health  policy  and  I welcome  that  opportunity.  It 
is  important  to  put  all  of  this  in  context.  In  recent 
weeks  much  of  the  attention  of  Washington  and  the 
rest  of  the  country  has  been  focused  on  the  Federal 
government  budget  for  next  year.  The  President's 
proposal  for  Fiscal  Year  1986  calls  for  more  than  50 
billion  dollars  in  savings  from  what  would  otherwise 
be  spent.  As  is  rightly  the  case,  health  programs  are 
included  in  these  spending  reduction  proposals.  The 
fundamental  policy  decision  about  this  budget  is 
"freeze."  In  an  almost  across  the  board  fashion,  an 
effort  is  being  made  to  hold  the  line  on  spending  in 
Fiscal  Year  86  at  the  level  it  is  in  Fiscal  Year  85. 
Much  more  will  happen  on  the  budget  later  this  year 
and  I am  certain  that  all  of  you  will  be  interested  in 
specific  items  such  as  the  proposal  to  exclude  the 
physician  fee  freeze  under  Medicare  for  another 
twelve  months. 

But  there  is  life  beyond  the  1986  budget. 
Despite  all  of  the  discussions  now  and  in  the  future 
about  budget  matters,  we  need  to  continue  to  focus 
on  the  kind' of  health  care  system  we  want  to  shape 
for  the  future.  We  in  America  have  the  finest  health 
care  system  in  the  world  today.  More  of  our  citizens 
receive  better  health  care  services  than  is  the  case 
anywhere  else.  But  that  system  does  have  problems 
and  we  need  to  address  those  problems  directly. 
However,  it  is  important  to  point  out,  as  the  Presi- 
dent continually  does,  that  those  problems  need  to 
be  solved  in  a way  that  builds  on  the  fundamental 
strengths  of  our  health  care  system,  not  such  radical 
change  as  to  destroy  those  strengths. 

During  the  past  year  I have  served  as  Chairman 
of  a White  House  Working  Group  on  Health  Policy 
and  Economics.  This  group  includes  representatives 


of  the  White  House,  the  Treasury,  the  Department 
of  Defense,  the  Department  of  Health  and  Human 
Services,  the  Office  of  Management  and  Budget,  the 
Council  of  Economic  Advisors,  the  Office  of  Science 
and  Technology  Policy,  and  the  Veterans  Ad- 
ministration. We  have  undertaken  a fundamental 
review  of  health  policy  issues  and  are  making 
recommendations  for  the  President's  second  term 
agenda  in  health  matters  This  review  of  health 
policy  issues  has  presented  an  opportunity  to  look 
carefully  at  basic  issues  in  health  policy  in  America. 
I would  like  to  discuss  three  of  those  in  my  remarks. 

The  overarching  issue  in  health  care  today  con- 
tinues to  be  the  cost  of  health  care.  You  are  probably 
quite  familiar  with  the  numbers  — but  we  are 
devoting  about  10.5  percent  of  our  gross  national 
product,  more  than  1 billion  dollars  per  day,  to 
health  care.  It  is  hard  to  turn  on  a television  or  radio 
or  read  a newspaper  or  magazine  without  being  con- 
fronted with  the  health  care  cost  issue.  Indeed  it  is 
hard  to  say  the  words  "health  care"  without  following 
them  with  "costs."  The  three  words  are  used 
together  so  often  these  days. 

In  the  middle  of  all  this  media  attention  on 
health  care  costs,  today's  message  is  changing.  In 
the  past,  all  discussions  about  health  care  costs 
focused  on  what  a terrible  problem  it  was  and  how  it 
was  apparently  beyond  any  sort  of  solution.  Today's 
new  coverage,  however,  presents  a different  story, 
one  that  is  much  more  encouraging.  The  recent 
stories  talk  about  what  is  being  done  to  control 
health  care  spending  increases,  what  is  being  done 
by  business  and  industry,  by  doctors  and  hospitals, 
by  state,  local  and  federal  governments.  The  rate  of 
increase  in  health  costs  has  fallen  dramatically,  to 
being  only  slightly  more  than  the  general  inflation 
rate. 

The  Reagan  Administration's  position  has  been 
and  continues  to  be  that  the  fundamental  problem 
that  has  led  to  such  rapid  increases  in  spending  in 
health  care  is  that  incentives  in  the  system  have 
been  backwards.  Incentives  — to  patients,  to 
families,  doctors  and  hospitals,  to  the  payors  for 
health  care  services  — the  incentives  have  all  been 
in  the  direction  of  increasing  spending  and  almost 
no  incentives  in  the  direction  of  restraining  spending. 

There  continue  to  be  a number  of  myths  that 
abound  in  the  health  care  cost  debate: 

• One  myth  is  that  inflation  is  the  problem.  When 
we  look  carefully,  it  is  not  inflation  and  certainly 
not  health-specific  inflation  that  has  led  to  such 
rapid  increases  in  health  care  spending.  Rather  it 
is  increases  in  the  intensity  and  sophistication 
of  the  services  that  are  provided.  In  other  words, 
we  are  doing  more  and  doing  it  better.  After  all, 
that  is  what  has  given  us  this  world  class  health 
care  system. 
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• Another  myth  is  that  evil  providers,  such  as 
greedy  doctors  or  rip-off  hospitals,  have  created 
this  problem.  Obviously  you  know  that  this  is 
not  the  truth.  We  all  have  wanted  this  top  quality 
system;  we  are  now  coming  to  understand  how 
expensive  it  is. 

• Another  myth  is  that  if  anything  is  changed  in 
the  health  care  system,  quality  will  immediately 
suffer.  Quality  is  extremely  important,  and  you 
and  we  need  to  do  everything  within  our  power 
to  insure  that  quality  continues.  However, 
quality  should  not  be  used  as  simply  an  argu- 
ment to  maintain  the  status  quo.  If  the  Japanese 
have  taught  us  anything  in  their  manufacturing 
experience,  it  is  that  quality  and  productivity  go 
hand-in-hand.  You  can  increase  productivity, 
increase  efficiency,  and  at  the  same  time  in- 
crease quality.  Many  of  you  are  demonstrating 
this  in  your  practices  today. 

• Another  myth  is  that  it  would  be  easy  to  control 
health  care  spending  if  only  we  had  the  will  to 
do  so.  We  need  to  be  truthful  with  the  American 
people  on  this  score.  The  health  care  industry  is 
a major  employer.  If  we  were  to  cut  large 
amounts  of  health,  care  spending,  institutions 
would  close,  people  would  lose  their  jobs.  In 
addition,  we  need  to  be  truthful  and  explain  that 
a large  amount  of  the  spending  in  the  health  care 
system  is  for  people  who  are  near  the  last  days  of 
their  life.  Productivity  gains  are  important,  but 
there  are  ethical  issues  to  face  as  well.  We  are 
having  a debate  as  a nation  on  these  sorts  of 
questions,  and  I think  we  are  headed  toward 
some  solutions.  But  we  need  to  be  clear  that  this 
Administration  is  quite  opposed  to  government 
being  the  arbiter  as  to  who  can  have  what  kind 
of  health  care  services. 

• A final  myth  is  that  consumers  of  health  care 
services  are  powerless  to  influence  the  system. 
The  picture  is  often  painted  of  powerless  pa- 
tients who  cower  at  the  feet  of  soverign  physi- 
cians. Perhaps  that  was  the  case  some  years  ago, 
but  it  is  certainly  not  the  case  now.  Patients  and 
families  are  demanding  more  information  on 
which  they  can  make  decisions  about  their 
health  care. 

To  borrow  a phrase  from  Ben  Wattenburg,  the 
good  news  is  that  the  bad  news  is  not  true.  The  bad 
news  about  run  away  health  care  spending  is  wrong, 
because  health  care  professionals  and  others  all 
across  the  country  are  working  to  make  our  health 
care  system  more  cost  efficient  while  focusing  on 
quality. 
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The  second  fundamental  health  policy  issue  is  a 
continuing  debate  over  appropriate  strategy  for  con- 
trolling health  care  costs.  For  ease  of  discussion,  it  is 
a debate  between  competition  and  regulation.  This 
Administration  is  convinced  that  the  better  way  to 
have  increased  cost  efficiency  in  our  health  care 
system  is  through  greater  competition,  not  through 
increased  government  regulation.  We  feel  that  we 
have  had  entirely  too  much  government  intrusion  in 
the  health  care  system  in  the  past. 

Here  again,  I would  point  to  a changing  message 
from  the  news  media  on  this  issue.  Only  a few  years 
ago  news  stories  about  competition  in  the  health 
care  industry  said  we  cannot  have  competition  in 
health  care.  They  said  that  health  care  was  different, 
that  it  was  not  possible  to  have  true  market  forces  in 
health  care.  Now,  however,  the  debate  in  the  news 
media  is  over  whether  we  like  the  competition  that 
we  now  have.  As  you  well  know  there  is  greatly 
enhanced  competition  out  there,  but  I would  point 
you  to  the  news  coverage  of  the  recent  artificial 
heart  transplants  by  Dr.  DeVries  in  Louisville  at 
Humana,  as  symptomatic  of  the  news  media's 
debate  over  whether  competition  is  a "good"  thing. 

Whether  we  like  it  or  not,  and  I like  it,  I am  con- 
vinced we  are  going  to  have  much  more  competition 
in  health  care.  This  comes  about  not  because  of 
what  government  has  done  or  will  do,  but  because  of 
the  driving  engine  for  change  in  health  care  is  the 
private  sector,  business  and  industry.  We  have  come 
a long  way  in  the  last  four  years  under  President 
Reagan  towards  a much  more  competitive  health 
care  system.  The  prospective  payment  system  is  an 
important  step  in  that  evolution. 

But  we  must  be  truthful,  and  say  that  the  pro- 
spective payment  system  is  not  a truly  competitive, 
market  place  solution  to  the  health  care  cost  prob- 
lem. It  is  a nationally  administered  price  system 
that  has  too  much  government  involvement  in 
Medicare  operations. 

I believe  that  his  Administration  should  view 
the  prospective  payment  system  as  an  important 
step  away  from  cost  reimbursement,  but  that  we 
need  to  move  even  further  toward  a truly  competitive 
system.  I believe  that  one  of  the  things  that  should 
be  considered  is  capitation.  Under  capitation, 
Medicare  beneficiaries  would  be  able  to  enroll  in  a 
variety  of  competitive  health  care  plans,  and  govern- 
ment would  make  payments  to  those  plans  on  their 
behalf.  Rather  than  trying  to  further  constrain  the 
system  by  adding  physician  services  or  skilled  nurs- 
ing facilities  to  the  prospective  payment  system, 
under  capitation  the  incentives  would'be.  given  to 
doctors  an  hospitals  for  them  to  make  cost-effective 
decisions  about  the  most  appropriate  way  to  treat 
patients  over  the  long  term. 

Despite  our  having  moved  substantially  along 
the  road  toward  competition,  there  will  be  some  ef- 
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fort  toward  greater  government  regulation  of  health 
care: 

• Many  members  of  Congress  continue  to  push  for 
government  regulation.  This  comes  about 
because  they  have  a fundamentally  different 
view  of  government's  role  in  society  than  does 
this  Administration. 

• The  long  term  solvency  of  the  Medicare  pro- 
gram, while  improved,  is  a concern.  If 
Medicare's  financial  condition  should  worsen,  I 
believe  we  would  see  many  people  urging  that 
the  system  be  regulated  in  order  to  preserve 
Medicare. 

• Under  competition,  the  issue  of  indigent  care  is 
a much  more  prominent  one.  Competition  is 
forcing  prices  down,  with  less  possibility  of 
cross-subsidization  from  one  group  of  patients 
to  another.  A debate  is  underway  on  how  society 
should  deal  with  the  indigent  care  issue.  It  is  im- 
portant that  this  issue  be  resolved  so  that  the 
health  care  system  can  move  toward  more  com- 
petition. Many  people  have  urged  that  the 
federal  government  step  in  to  solve  the  indigent 
care  problem.  But  in  the  time  of  very  high 
federal  budget  deficits,  it  is  certainly  not  possi- 
ble. Many  states  are  looking  to  regulatory  means 
of  solving  the  indigent  care  problem.  Just  as  we 
have  opposed  regulation  at  the  federal  level  in 
health  care  we  would  urge  states  not  to  consider 
regulatory  means  of  solving  the  problems  at  that 
level. 

• Another  push  we  are  beginning  to  see  toward 
regulation  fo  the  health  care  system  comes  from 
providers.  Many  people  in  the  airline  industry 
are  looking  nostalgically  back  to  the  days  when 
the  Civil  Aeronautics  Board  regulated  their  in- 
dustry. Similarly,  some  doctors  and  some 
hospitals  are  feeling  the  stress  of  competition 
and  are  beginning  to  suggest  that  we  should  go 
back  to  more  regulation  rather  than  more  com- 
petition in  health  care  in  order  to  preserve  their 
status  quo. 

The  third  fundamental  health  policy  issue  that 
we  confront  is  the  future  of  the  Medicare  program. 
The  President  has  repeatedly  said  that  Medicare  is  at 
the  bedrock  of  the  nation's  commitment  to  the 
elderly  and  disabled  and  that  we  need  to  strengthen 
and  preserve  it. 

The  prospective  payment  system  for  hospitals 
under  Medicare  is  the  most  significant  change  since 
the  inception  of  the  program  twenty  years  ago.  The 
recent  Trustees'  report  tells  us  that  under  in- 
termediate assumptions  of  Hospital  Insurance  Trust 


Fund  will  be  solvent  until  1998.  This  gives  us  time 
to  study  and  evaluate  alternatives  for  ensuring  that 
the  program  will  be  fiscally  sound  long  into  the 
future.  As  I have  mentioned,  one  of  the  approaches 
that  seems  particularly  fruitful  is  capitation.  Capita- 
tion is  not  an  idea  that  only  a few  of  us  idealogues 
are  pushing.  A recent  policy  statement  of  the 
Chamber  of  Commerce  of  the  United  States  urged 
that  Medicare  go  to  a capitated  arrangement,  which 
they  described  as  "a  defined  and  portable  federal 
contribution"  on  behalf  of  each  beneficiary.  A re- 
cent article  in  Fortune  magazine  said  "Vouchers.  . . 
are  the  best  long-term  prescription  for  the  rise  in 
health  bills."  Vouchers,  of  course,  are  another  way 
of  describing  capitation. 

But  capitation  is  a long  term  solution  to  the 
Medicare  solvency  question.  In  the  meantime,  there 
are  a number  of  short  term  Medicare  issues  and 
questions.  It  is  important  that  these  shorter  term 
issues  be  discussed  with  a view  toward  where  they 
are  taking  us  with  the  Medicare  program.  The 
following  are  some  of  these  questions: 

• Capital.  The  Administration  is  required  to  sub- 
mit a report  to  the  Congress  on  how  Medicare's 
payment  for  capital  should  be  handled  under  the 
prospective  payment  system.  The  Administra- 
tion would  like  to  establish  a capital  payment 
program  that  insures  prospectivity  and  cost 
reimbursement.  We  feel  that  this  would  give 
hospital  management  the  discretion  to  make 
such  decisions.  Some  of  these  will  be  wise  and 
some  of  them  will  be  unwise  decisions. 

• Medical  Education.  In  Fiscal  Year  1986  budget, 
we  have  proposed  a freeze  on  the  direct  medical 
education  payment  and  halving  of  the  indirect 
medical  education  add-on  for  Medicare.  This 
has  stimulated  a great  deal  of  discussion  about 
the  training  of  future  physicians  and  other 
health  professionals,  and  rightly  so.  In  the  time 
of  excess  numbers  of  physicians,  and  high 
federal  deficits,  it  is  difficult  to  continue  an 
open-ended  federal  subsidy  for  the  training  of 
persons  for  careers  that  are  generally  very  well 
paying. 

• Physician  Payment.  This  summer,  the  Ad- 
ministration will  report  to  the  Congress  on  the 
advisability  and  feasibility  of  paying  for  inpa- 
tient physician  services  using  a diagnosis  related 
group  methodology.  I know  that  this  issue  has 
stimulated  a great  deal  of  discussion  and  con- 
cern among  physicians.  We  are  in  general  agree- 
ment that  the  usual,  customary  and  reasonable 
methodology  no  longer  makes  good  sense.  There 
is  not  agreement  on  how  we  should  go  in  the 
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future.  I have  heard  from  many  physicians  about 
their  opposition  to  "physician-DRGs."  As  you 
can  tell  from  my  remarks,  I am  interested  in 
moving  us  more  toward  capitation,  and  I feel 
physician  DRGs  would  tend  to  take  us  away 
from  that  goal. 

• Professional  liability.  An  issue  of  great  impor- 
tance to  the  physician  community  is  the  grow- 
ing cost  of  professional  liability.  Hardly  a day 
goes  by  that  I am  not  asked  what  the  Federal 
government  is  going  to  do  to  solve  the  medical 
malpractice  problem.  The  AMA  has  a task  force 
that  has  been  studying  the  professional  liability 
question  and  I am  anxious  to  discuss  further 
with  the  physician  community  the  proposal  that 
they  will  put  forward. 

As  I said  in  the  beginning,  we  are  in  a time 
of  fundamental  change  in  the  health  care  system. 
The  issue  is  not  whether  there  will  be  a revolution, 
but  whether  it  will  be  a good  or  bad  one.  The 
challenge  that  I put  before  you  as  physicians  is  to 
do  all  in  your  power  to  ensure  that  it  will  be  a good 
revolution.  This  will  be  difficult,  because  we  as 
physicians  are  no  longer  in  the  driver's  seat;  control 
has  shifted  from  physicians  to  the  purchasers  of 
health  care  services. 

What  you  as  physicians  need  to  do  in  this 
crucial  time  is  to  teach  your  patients,  your  pur- 
chasers if  you  will,  to  buy  right.  If  they  buy  right, 
they  will  focus  on  efficient  providers  of  quality 
health  care  services.  If  they  do  not,  they  will  focus 
on  cheap,  shoddy  providers.  The  only  real  alternative 
to  teaching  purchasers  to  buy  right  is  government 
regulation.  For  all  the  reasons  I have  outlined  above, 
the  Administration  is  opposed  to  that  as  an  alter- 
native. Beyond  being  simply  opposed,  we  are  con- 
vinced that  government  regulation  will  not  work. 

What  you  as  providers  of  health  care  services 
should  do  is  work  to  define  what  quality  health  care 
means.  It  is  no  longer  sufficient  to  say  "I  know  it 
when  I see  it."  Together  we  should  develop  quan- 
titative ways  of  measuring  quality  so  that  these 
techniques  can  be  used  to  assist  purchasers  in  buy- 
ing better  services. 

Additionally  I would  encourage  good  physicians 
to  do  everything  they  can  to  take  charge  of  the 
new  provider  and  paymnent  arrangements  that  are 
being  put  together.  I say  do  that  now,  while  you  still 
have  leverage.  If  you  do  not  and  the  health  care 
system  revolution  continues  without  you,  the  good 


physicians  will  be  the  last  to  know.  However,  fun- 
damental change  is  underway  and  I think  good 
physicians  must  be  at  the  forefront  of  leading  that 
change. 

Finally,  I would  urge  that  you  remain  fun- 
damentally committed  to  delivering  good  health 
care  services  to  your  patients.  Despite  all  of  this 
discussion  of  cost  efficiency  and  economics,  the 
basic  principle  is  delivering  quality  health  care  ser- 
vices to  help  patients.  Please  do  not  ever  forget  that. 

William  L.  Roper,  M.D. 

Reprinted  with  permission  from  Alabama  Medicine,  The  Journal 
of  the  Medical  Association  of  the  State  of  Alabama,  July  1985. 


SCAM  OF  THE  MONTH 


Editor’s  Note:  The  "Scam  of  the  Month"  project  was  undertaken 
by  the  Missouri  Task  Force  on  Misuse,  Abuse  and  Diversion  of 
Prescription  Drugs  as  part  of  an  effort  to  improve  professional  and 
law  enforcement  awareness  of  some  of  the  tricks  used  by  abusers 
and  others  to  divert  prescription  drugs  to  street  and  other  inappro- 
priate use.  While  the  vignettes  in  this  series  actually  occurred  in 
Missouri,  they  could  occur  in  Florida  and  may  well  have  already. 
We  convey  our  thanks  to  the  Missouri  Task  Force  for  sharing  this 
series  with  us. 

"The  girlfriend  in  the  office 
scam" 

Prescribers  need  to  be  alert  to  a frequently 
employed  indirect  professional  patient  scam.  In 
such  instances,  a drug  abuser/dealer  will  cultivate  a 
social  relationship  with  a member  of  the  office  staff 
(receptionist,  secretary,  nurse,  assistant,  etc.)  in 
order  to  gain  access  to  prescription  pads,  drugs,  forged 
signatures  or  even  telephone  prescriptions.  Such 
techniques  are  possible  when  office  personnel  are 
minimally  supervised.  In  such  arrangements,  the 
professional  patient  has  a built-in  bonus.  The  office 
accomplice  is  frequently  able  to  intercept  calls  from 
pharmacists  attempting  to  verify  questionable 
prescriptions. 

Caution  • Prescribers  can  minimize  the  possibility 
of  unethical/dishonest  staff  behaviors  by  main- 
taining good  office  discipline,  tightly  controlling 
prescription  pads,  communicating  directly  with 
dispensers,  and  being  sensitive  to  the  demands  of 
the  "street  market." 
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in  medicine, 
ineffective  bookkeeping 

con  try  one's 
patients. 


Research  proves  it.  Late  or  inaccurate  medical  billing 
makes  for  poor  receivables.  Patients  are  more 
prone  to  pay  in  full  when  statements  are  on  time  and 
complete.  (Cleanliness  of  design  helps,  too.) 

That’s  where 
Southeastern  Medical  Data  Systems 

comes  in. 

Our  computer  service  is  state-of-the-art,  providing 
maximum  efficiency  in  accounts  receivable,  Medicare  and 
insurance  processing  and  follow-up.  Plus,  we  provide  all 
our  clients  with  customized  monthly  reports.  The 

advantages  are  many. 

Valuable  time  is  saved,  freeing  up  the  office  staff  to  do  the 
job  for  which  they  were  trained.  Collectibles  increase 
significantly.  Automated  record  keeping  in  some  cases 
even  helps  to  reduce  tax  outlays. 

Our  skilled  staff  can  tailor  a system  to  suit  any  need.  Were 
small  enough  to  provide  the  personal  touch 
— and  very  big  on  service. 

Write  or  call  us  for  additional  information  and  we  ll  get 

back  to  you  immediately. 
After  all,  we  wouldn’t  want  to  try  your  patience. 


southeastern 

medical  data 
systems 

22  west  lake  beauty  drive,  suite  310 
p.o.  box  8308 
orlando,  Florida  32806 
(305)  841-9792 


PHYSICIANS,  A WEEKEND 

WITH  THE  RESERVE 
ISN'T  JUST  ANOTHER  DAY 
AT  THE  OFFICE. 


It's  not  just  different  in  the  Army  Reserve, 
there  are  opportunities  to  explore  other 
phases  of  medicine,  to  add  knowledge,  and 
to  develop  important  administrative  skills. 
There  are  enough  different  needs  to  fill  right 
in  your  local  Army  Reserve  unit  to  make  a 
weekend  a month  exciting  and  rewarding. 

Explore  the  possibilities.  Call  our  officer 
counselor: 


(North  Florida) 

CPT  WINOKUR,  MSC 
(3051  896-4930/4793  COLLECT 
USAR  AMEDD  PROCUREMENT 
3101  MAGUIRE  BLVD  , SUITE  166 
ORLANDO,  FL  32803 


(South  Florida) 

CPT  WALTER  DAVIS,  MSC 
(305)  667-5600/5609 
USAR  AMEDD  PROCUREMENT 
SUITE  207,  5900  S.W.  73RD  STREET 
MIAMI,  FL  33143 


ARMY  RESERVE.  BE  ALLYOU  CAN  BE. 


BOOK  REVIEWS 


Book  Review  Editor  — F.  Norman  Vickers,  M.D. 


Imaging  Anatomy  of  the 
Head  and  Spine 


By  H.  N.  Schnitzlein,  Ph.D.  and  F.  Reed  Murtagh, 
M.D.,  334  pages.  Urban  & Schwarzenberg. 

In  the  introduction  the  authors  comented  that 
they  had  desired  "to  present,  between  one  set  of 
covers,  the  anatomical  information  needed  to  inter- 
pret most  neurologically  oriented  studies  performed 
with  the  major  imaging  modalities  of  C.T.  or  MRI" 
and  indeed  this  is  the  case.  This  atlas  is  extremely 
well  illustrated.  The  quality  of  printing  and 
reproduction  is  superb.  The  figures  are  well  chosen 
from  good  original  images  of  first  class  quality  CT 
scans,  cadaver  specimens,  and  good  MRI  scans. 

With  the  present  use  of  CT  and  the  newer 
modality  of  MRI,  sectional  anatomy  has  become  in- 
creasingly important.  The  authors  correlate  well  the 
cadaver  anatomy  of  the  head  and  spine  in  commonly 
used  formats  with  the  comparable  anatomy  of  CT 
and  MRI  scans. 

These  images  are  arranged  together  for  easy 
accessibility  and  easy  comparison.  In  addition, 
radiographs  are  included  demonstrating  the  planes 
of  sections  as  well  as  a summarized  description 
accompanying  the  photographs  of  the  CT  and  MRI 
images.  Basically  Imaging  Anatomy  of  the  Head  and 
Spine  represents  a photographic  color  atlas  of  gross 
and  microscopic  anatomy  as  well  as  MRI  and  CT 
anatomy  in  axial,  coronal,  and  sagittal  planes. 

The  book  is  easy  to  use  and  one  of  the  best 
features  is  that  photographs  of  the  gross  anatomy, 
CT  and  MRI  are  well  correlated  and  presented 
together.  The  anatomical  sketches  are  labeled  well 
and  the  descriptive  summaries  are  concise  and  fre- 
quently emphasize  pertinent  anatomical  features  or 
clinical  relevant  signs  and  symptoms. 


I would  recommend  this  atlas  for  all  practicing 
radiologists,  radiology  residents,  neurologists  and 
neurosurgeons  who  are  involved  in  daily  scanning. 
This  book  should  be  part  of  the  radiology  department 
that  utilizes  computed  tomography  or  magnetic 
resonance  imaging. 

Charles  D.  Williams,  M.D. 

Tallahassee 


• Dr.  Williams  is  in  private  practice  in  Radiology 
and  is  Chairman  of  Radiology  at  Tallahassee 
Memorial  Regional  Medical  Center  and 
Chairman-Elect  of  the  medical  staff. 


The  Palm  Beach  Long  Life  Diet 


By  E.  Joan  Barice,  M.D.,  with  Kathleen  Jonah,  278 
pages.  Price  $14.95.  Simon  and  Schuster. 

In  a time  when  almost  any  nonsense  about  diet 
and  nutrition  finds  a large  following  if  it  appears  in 
print,  The  Palm  Beach  Long  Life  Diet  offers  some 
sensible  advice  and  deserves  a wide  readership.  The 
author,  Dr.  Joan  Barice,  is  board  certified  in  Internal 
Medicine  and  Preventive  Medicine  and  is  a former 
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Assistant  Director  of  the  Palm  Beach  County  Health 
Department.  Drawing  on  her  experience  and  in- 
terest in  nutrition,  Dr.  Barice  imparts  a wealth  of  in- 
formation on  weight  loss,  vitamins  and  minerals, 
disease  prevention,  and  exercise  while  debunking 
many  of  the  myths  on  which  the  usual  fad  diets  are 
based.  The  information  is  presented  in  a very  posi- 
tive, upbeat  manner,  however,  and  avoids  sounding 
too  much  like  either  a medical  text-book  or  the 
rantings  that  we  "establishment"  doctors  too  often 
resort  to  when  asked  about  health  and  food. 

Included  in  the  text  are  complete  menus  for 
chemically  and  metabolically  balanced  weight  loss 
diets  for  a standard  or  "core"  week,  an  "easy" 
week,  and  a week  of  gourmet  meals.  Having  tried 
some  of  these  menus,  I can  attest  that  they  are  not 
only  tasty  and  satisfying  but  bring  the  desired 
results.  In  a week  of  the  core  diet,  both  my  wife  and 
I shed  the  expected  two  pounds  and  felt  good  in  the 
process.  By  adhering  to  the  rigid  schedule,  we  also 
developed  a feel  for  the  basic  techniques  of  cooking 
and  eating  a low  salt,  low  fat,  no  added  sugar  diet. 


The  use  of  spices  and  complex  carbohydrate  foods  to 
increase  flavor  and  satisfaction  is  especially  pleasing 
to  the  palate. 

The  Palm  Beach  diet  is  aimed  at  those  who  are 
above  the  age  of  50, though  most  of  what  it  says  is 
true  for  any  age  adult.  It  is  recommended  reading 
not  only  for  patients  who  might  ask  their 
physician's  advice  about  dieting,  but  also  for  those 
physicians  who  are  beginning  to  show  signs  of 
"Dunlop's  Syndrome"  (i.e.  done  lopped  out  over 
their  belts). 


Henry  L.  Harrell  Jr.,  M.D. 
Ocala 


• Dr.  Harrell  practices  internal  medicine  and  is  an 
Associate  Editor  of  The  Journal,  Ocala. 
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AFTER  BREAKTHROUGH  BLEEDING  AND  AMENORRHEA 
SHE'S  ABOUT  TO  GIVE  UP  ON  ORAL  CONTRACEPTION. 


BECAUSE  SOMETIMES  A 50  IS  PREFERABLE 


See  next  page  for  brief  summary  of  prescribing  information. 


Brief  Summary  of  Prescribing  Information 

NORLESTRIN®  (norethindrone  acetate  and  ethinyl  estradiol  tablets.  USP) 

See  section  under  Special  Notes  on  Administration  and  HOW  SUPPLIED. 

Before  prescribing  please  see  full  prescribing  information  A Brief  Summary  follows 

DESCRIPTION 

Norlestrin  Products  are  progestogen-estrogen  combinations 

INDICATIONS  AND  USAGE 

Norlestrin  Products  are  indicated  for  the  prevention  of  pregnancy  in  women  who  elect  to  use 
oral  contraceptives  as  a method  of  contraception 

In  clinical  trials  with  Norlestrin  1/50  involving  25.983  therapy  cycles,  there  was  a preg- 
nancy rate  of  0 05  per  100  woman-years;  in  clinical  trials  with  Norlestrin  2 5/50  involving 
96,388  cycles,  there  was  a pregnancy  rate  of  0 22  per  100  woman-years 
Dose-Related  Risk  of  Thromboembolism  from  Oral  Contraceptives:  Studies  have 
shown  a positive  association  between  the  dose  of  estrogens  in  oral  contraceptives  and  the 
risk  of  thromboembolism  It  is  prudent  and  in  keeping  with  good  principles  of  therapeutics  to 
minimize  exposure  to  estrogen  The  oral  contraceptive  prescribed  for  any  given  patient 
should  be  that  product  which  contains  the  least  amount  of  estrogen  that  is  compatible  with 
an  acceptable  pregnancy  rate  and  patient  acceptance 
CONTRAINDICATIONS 

1 Thrombophlebitis  or  thromboembolic  disorders 

2 A past  history  of  deep-vein  thrombophlebitis  or  thromboembolic  disorders 

3 Cerebral  vascular  or  coronary  artery  disease 

4 Known  or  suspected  carcinoma  of  the  breast 

5 Known  or  suspected  estrogen-dependent  neoplasia 

6 Undiagnosed  abnormal  genital  bleeding 

7 Known  or  suspected  pregnancy  (See  WARNING  No  5) 

8 Benign  or  malignant  liver  tumor  which  developed  during  the  use  of  oral  contraceptives 
or  other  estrogen-containing  products 

WARNINGS 

Cigarette  smoking  increases  the  risk  of  serious  cardiovascular  side  effects  from 
oral  contraceptive  use.  The  risk  increases  with  age  and  with  heavy  smoking  (15  or 
more  cigarettes  per  day)  and  is  quite  marked  in  women  over  35  years  of  age. 

Women  who  use  oral  contraceptives  should  be  strongly  advised  not  to  smoke. 

The  use  of  oral  contraceptives  is  associated  with  increased  risk  of  several  serious 
conditions  including  thromboembolism,  stroke,  myocardial  infarction,  hepatic  ade- 
noma, gallbla  fder  disease,  and  hypertension  Practitioners  prescribing  oral  contracep- 
tives  should  be  familiar  with  the  following  information  relating  to  these  risks 

1 Thromboembolic  Disorders  and  Other  Vascular  Problems  An  increased  risk  of  throm- 
boembolic and  thrombotic  disease  associated  with  the  use  of  oral  contraceptives  is  well- 
established  Studies  have  demonstrated  an  increased  risk  of  fatal  and  nonfatal  venous 
Ihromboembolism  and  stroke,  both  hemorrhagic  and  thrombotic 

Cerebrovascular  Disorders:  In  a collaborative  study  in  women  with  and  without  predispos- 
ing causes,  it  was  estimated  that  the  risk  of  hemorrhagic  stroke  was  2 0 times  greater  in 
users  than  nonusers,  and  the  risk  of  thrombotic  stroke  was  4 0 to  9 5 times  greater 
Myocardial  Infarction:  An  increased  risk  of  myocardial  infarction  associated  with  oral 
contraceptives  has  been  reported  confirming  a previously  suspected  association  These 
studies  found  that  the  greater  the  number  of  underlying  risk  factors  (cigarette  smoking, 
hypertension,  hypercholesterolemia,  obesity,  diabetes  history  of  preeclamptic  toxemia)  for 
coronary  artery  disease,  the  higher  the  risk  of  developing  myocardial  infarction  regardless 
of  whether  the  patient  was  an  oral  contraceptive  user  or  not  Oral  contraceptives  however 
were  found  to  be  a clear  additional  risk  factor 
It  has  been  estimated  that  users  who  do  not  smoke  (smoking  is  considered  a maior  pre- 
disposing condition  to  myocardial  infarction)  are  about  twice  as  likely  to  have  a fatal  myo-  . 
cardial  infarction  as  nonusers  who  do  not  smoke  Orat  contraceptive  users  who  are  smokers 
have  about  a fivefold  increased  risk  of  fatal  infarction  compared  to  users  who  do  not  smoke, 
but  about  a tenfold  to  twelvefold  increased  risk  compared  to  nonusers  who  do  not  smoke. 
The  amount  of  smoking  is  also  an  important  factor. 

Risk  of  Dose:  In  an  analysis  of  data,  British  investigators  concluded  that  the  risk  of  throm- 
boembolism. including  coronary  thrombosis,  is  directly  related  to  the  dose  ol  estrogen  used 
in  oral  contraceptives  however  the  quantity  of  estrogen  may  not  be  the  sole  factor  involved 
Persistence  of  Risk:  Two  studies  have  suggested  that  an  increased  risk  may  persist  for  as 
long  as  6 years  after  discontinuation  of  oral  contraceptive  use  for  cerebrovascular  disease 
and  9 years  for  myocardial  infarction.  In  addition,  a prospective  study  suggested  the  per- 
sistence of  risk  for  subarachnoid  hemorrhage 

Estimate  of  Excess  Mortality  from  Circulatory  Diseases:  The  risk  of  diseases  of  the  cir- 
culatory system  is  concentrated  in  older  women,  in  those  with  a long  duralion  of  use.  and  in 
cigarette  smokers 

A study  of  available  data  from  a variety  of  sources  concluded  that  the  mortality  associated 
with  all  methods  of  birth  control  is  low  and  below  that  associated  with  childbirth,  with  the 
exception  of  oral  contraceptives  in  women  over  40  who  smoke 
The  risk  of  thromboembolic  and  thrombotic  diseases  associated  with  oral  contraceptives 
increases  with  age  after  approximately  age  30  and.  for  myocardial  infarction,  is  further 
increased  by  hypertension,  hypercholesterolemia,  obesity,  diabetes,  or  history  of  pre  - 
eclamptic  toxemia,  and  especially  by  cigarette  smoking 
The  physician  and  the  patient  should  be  alerl  to  the  earliest  manifestations  of  thromboem 
bolic  and  thrombotic  disorders  Should  any  occur  or  be  suspected,  the  drug  should  be  dis- 
continued immediately 

A fourfold  to  sixfold  increased  risk  of  postsurgery  thromboembolic  complications  has 
been  reported  in  users  If  feasible,  oral  contraceptives  should  be  discontinued  at  least  four 
weeks  before  surgery  of  a type  associated  with  an  increased  risk  of  Ihromboembolism  or 
prolonged  immobilization. 

2 Ocular  Lesions  Neuro-ocular  lesions,  such  as  optic  neuritis  or  retinal  Ihrombosis,  have 
been  associated  with  the  use  of  oral  contraceptives  Discontinue  the  oral  contraceptive  if 
there  is  unexplained  sudden  or  gradual,  partial,  or  complete  loss  of  vision,  onset  of  propto- 
sis  or  diplopia,  papilledema,  or  retinal  vascular  lesions 

3 Carcinoma  Long-term  continuous  administration  of  estrogen  in  certain  animal  species 
increases  the  frequency  of  carcinoma  of  the  breast,  cervix,  vagina,  and  liver 

In  humans,  an  increased  risk  of  endometrial  carcinoma  associated  with  the  prolonged 
use  of  exogenous  estrogen  in  postmenopausal  women  has  been  reported  However,  there 
is  no  evidence  suggesting  increased  risk  of  endometrial  cancer  in  users  of  conventional 
combination  or  progestogen-only  oral  contraceplives 
Studies  found  no  evidence  of  increase  in  breast  cancer  in  women  taking  oral  contracep- 
tives, however,  an  excess  risk  in  users  with  documented  benign  breast  disease  was 
reported 

There  is  no  confirmed  evidence  of  an  increased  risk  of  cancer  associated  with  oral  contra- 
ceptives Close  clinical  surveillance  of  users  is.  nevertheless,  essential  In  cases  of  undiag- 
nosed persistent  or  recurrent  abnormal  vaginal  bleeding,  appropriate  diagnostic  measures 
should  be  taken  to  rule  out  malignancy  Women  with  a strong  family  history  of  breast  cancer, 
or  who  have  breast  nodules,  fibrocystic  disease,  or  abnormal  mammograms  should  be 
monitored  with  particular  care 

4 Hepatic  Tumors  Benign  hepatic  adenomas  have  been  found  to  be  associated  with  oral 
contraceptives  Because  hepatic  adenomas  may  rupture  and  may  cause  death  through 
intra-abdominal  hemorrhage,  they  should  be  considered  in  women  presenting  abdominal 
pain  and  tenderness,  abdominal  mass,  or  shock 

A few  cases  of  hepatocellular  carcinoma  have  been  reported  in  women  taking  oral  contra- 
ceptives The  relationship  of  these  drugs  to  this  type  of  malignancy  is  not  known  at  this  time 

5 Usage  in  or  Immediately  Preceding  Pregnancy,  Birth  Delects  in  Offspring,  and  Malig- 
nancy in  Female  Offspring  During  early  pregnancy,  female  sex  hormones  may  seriously 
damage  the  offspring 

An  increased  risk  of  congenital  anomalies,  including  heart  defects  and  limb  defects,  has 
been  reported  with  the  use  of  oral  contraceptives  in  pregnancy 
There  is  some  evidence  that  triploidy  and  possible  other  types  of  polyploidy  are  increased 
among  abortuses  from  women  who  become  pregnant  soon  after  ceasing  oral 
contraceptives, 

Pregnancy  should  be  ruled  out  before  continuing  an  oral  contraceptive  in  any  patient  who 
has  missed  two  consecutive  menstrual  periods.  If  the  patient  has  not  adhered  to  the  sched- 


ule. the  possibility  of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period, 
and  oral  contraceptives  should  be  withheld  until  pregnancy  has  been  ruled  out  If  preg- 
nancy is  confirmed  the  patient  should  be  apprised  of  the  potential  risks  to  the  fetus  and  the 
advisability  of  continuation  of  the  pregnancy  should  be  discussed 

Women  who  discontinue  oral  contraceptives  with  the  intent  of  becoming  pregnant  should 
use  an  alfernate  form  of  contraception  tor  a period  of  time  before  attempting  to  conceive 

Administration  of  progestogen-only  or  progestogen-estrogen  combinations  to  induce 
withdrawal  bleeding  should  not  be  used  as  a test  of  pregnancy 

6 Gallbladder  Disease  Studies  report  an  increased  risk  of  surgically  confirmed  gallblad- 
der disease  in  users  of  oral  contraceptives 

7 Carbohydrate  and  Lipid  Metabolic  Effects  Because  decreased  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients,  prediabetic  and  diabetic  patients 
should  be  carefully  observed  while  receiving  oral  contraceptives 

An  increase  in  triglycerides  and  total  phospholipids  has  been  observed 

8 Elevated  Blood  Pressure  An  increase  in  blood  pressure  has  been  reported  in  patients 
receiving  oral  contraceptives  The  prevalence  in  users  increases  with  longer  exposure  Age 
is  also  strongly  correlated  with  development  of  hypertension  Women  who  previously  have 
had  hypertension  during  pregnancy  may  be  more  likely  to  develop  elevation  of  blood 
pressure 

9 Headache  Onset  or  exacerbation  of  migraine  or  development  of  headache  of  a new 
pattern  which  is  recurrent,  persistent,  or  severe,  requires  discontinuation  of  oral 
contraceplives 

10  Bleeding  Irregularities  Breakthrough  bleeding,  spoiling,  and  amenorrhea  are  fre- 
quent reasons  for  patients  discontinuing  oral  contraceptives  In  breakthrough  bleeding, 
nonfunctional  causes  should  be  borne  in  mind  In  undiagnosed  abnormal  bleeding  from  the 
vagina,  adequate  diagnostic  measures  are  indicated  to  rule  out  pregnancy  or  malignancy 

Women  with  a past  history  of  oligomenorrhea  or  secondary  amenorrhea,  or  young  women 
without  regular  cycles  should  be  advised  that  they  may  have  a tendency  to  remain  anovula- 
tory or  to  become  amenorrheic  after  discontinuation  of  oral  contraceptives 

11  Ectopic  Pregnancy  Ectopic  as  well  as  intrauterine  pregnancy  may  occur  in  contracep- 
tive failures 

12  Breast-Feeding  Oral  contraceptives  may  interfere  witfi  lactation  Furthermore,  a small 
fraction  of  the  hormonal  agents  in  oral  contraceptives  hastS®en  identified  in  the  milk  of  moth- 
ers receiving  these  drugs 

PRECAUTIONS 

1 A complete  medical  and  family  history  should  be  taken  prior  to  the  initiation  of  oral  con- 
traceptives The  pretrealment  and  periodic  physical  examinations  should  include  special 
reference  lo  blood  pressure,  breasts,  abdomen,  and  pelvic  organs  including  Papanicolaou 
smear  and  relevant  laboratory  tests.  As  a general  rule,  oral  contraceptives  should  not  be 
prescribed  for  longer  than  one  year  without  another  examination. 

2 Preexisting  uterine  leiomyomata  may  increase  m size  f 

3 Patients  with  a history  of  psychic  depression  should  be  carefully  Observed  and  the  drug 
discontinued  if  depression  recurs  to  a serious  degree 

4.  Oral  contraceptives  may  cause  fluid  retention  and.should  be  prescribed  with  caution, 
and  only  with  careful  monitoring,  in  patients  with  conditions  which  might  Beaggravated 

5 Patients  with  a past  history  of  (aundice  during  pregnancy  have  an  increased  risk  of 
recurrence  ol  iaundice  II  laundice  develops,  the  medication  should  be  discontinued 

6 Steroid  hormones  may  be  poorly  metabolized  and  should  be  administered  with  caution 
in  patients  wilh  impaired  liver  function 

7.  Users  may  have  disturbances  in  normal  tryptophan  metabolism,  whichmay  result  in  a 
relative  pyridoxme  deficiency 

8 Serum  folate  levels  may  be  depressed 

9.  The  pathologist  should  be  advised  of  oral  contraceptive.therapy  when  relevant  speci- 
mens are  submitted 

10  Certain  endocrine  and  liver  function  tests  and  blood  components  may  be  affected 

(a)  Increased  sulfobromophthalein  retention  (b)  Increased  prothrombin  and  factors  VII, 
VIII,  IX,  and  X.  decreased  antithrombin  3;  increased  norepinephrine-induced  platelet  aggre- 
gability  (c)  Increased  thyroid-binding  globulin  (TBG)  leading  to  increased  circulating  total 
thyroid  hormone  (d)  Decreased  pregnanediol  excretion  (e)  Reduced  response  to  metyra- 
pone  test. 

Drug  Interactions:  Reduced  efficacy  and  increased  incidence  of  breakthrough  bleeding 
have  been  associated  with  concomitant  use  of  rifampin  A similar  association  has  been  sug- 
gested with  barbiturates,  phenylbutazone,  phenytom  sodium,  tetracycline,  and  ampicillin 

ADVERSE  REACTIONS 


An  increased  risk  of  the  following  serious  adverse  reactions  has  been  associated  with  oral 
contraceptives  thrombophlebitis,  pulmonary  embolism,  coronary  thrombosis,  cerebral 
thrombosis,  cerebral  hemorrhage,  hypertension,  gallbladder  disease,  benign  hepatomas, 
congenital  anomalies 

There  is  evidence  of  an  association  between  the  following  conditions  and  the  use  of  oral 
contraceptives,  although  additional  confirmatory  studies  are  needed;  mesenteric  thrombo- 
sis, neuro-ocular  lesions,  eg,  retinal  thrombosis  and  optic  neuritis 

The  following  adverse  reactions  have  been  reported  in  patients  receiving  oral  contracep- 
tives and  are  believed  to  be  drug  related  nausea  and/or  vomiting,  usually  the  most  com- 
mon adverse  reactions,  occur  in  approximately  10%  or  less  of  patients  during  the  first  cycle 
Other  reactions,  as  a general  rule,  are  seen  much  less  frequently  or  only  occasionally 
gastrointestinal  symptoms,  breakthrough  bleeding,  spotting,  change  in  menstrual  flow, 
dysmenorrhea  amenorrhea  during  and  after  treatment  temporary  infertility  after  discon- 
tinuance of  treatment;  edema,  chloasma  or  melasma,  breast  changes,  change  in  weight, 
change  in  cervical  erosion  and  cervical  secretion,  possible  diminution  in  lactation  when 
given  immediately  postpartum,  cholestatic  jaundice,  migraine,  increase  in  size  of  uterine 
leiomyomata,  rash  (allergic),  mental  depression,  reducad  tolerance  to  carbohydrates, 
vaginal  candidiasis,  change  in  corneal  curvature,  intolerance  to  contact  lenses 

The  following  adverse  reactions  have  been  reported  and  the  association  has  been.neither 
confirmed  nor  refuted  premenstrual-like  syndrome;  cataracts;  changes  in  libido,  chorea, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  hirsutism, 
loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum;  hemorrhagic  eruption,  vaginitis, 
porphyria 

Special  Notes  on  Administration 

Menstruation  usually  begins  two  or  three  days,  but  may  begin  as  late  as  the  fourth  or  fifth 
day,  after  discontinuing  medication 

After  several  months  on  treatment,  bleeding  may  be  reduced  to  a point  of  virtual  absence, 
reduced  flow  may  be  a result  of  medication  and  not  indicative  of  pregnancy 

HOW  SUPPLIED 


Norlestrin  [211  1/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet  contains 
1 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  in  packages  of  five 
compacts  and  packages  of  five  refills 

Norlestrin  [21]  2 5/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet 
contains  2 5 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  in  pack- 
ages of  five  compacts  and  packages  of  five  refills 
Norlestrin  [Eel  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 
brown  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarale,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills 
Norlestrin  [EE]  2 5/50  is  available  in  compacts  each  containing  21  pink  tablets  and  7 
brown  tablets  Each  pink  tablet  contains  2 5 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills 
Norlestrin  22  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 white 
inert  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Available  in  packages  of  five  compacts  and  packages  of  five  refills 
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Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

’Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  arteiy  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  anchor  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 
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Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 
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PROFESSIONAL  USE  INFORMATION 

cardizem 

(dilhazem  HCI) 

30  mg  and  60  mg  tablets 

DESCRIPTION 

CARDIZEM”  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one.3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl  ]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride, |+)  -cis-  The  chemical  structure  is: 


ch,ch2nich3)? 


Diltiazem  hydrochloride  Is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  of  450.98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  ot  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  ot  Action.  Although  precise  mechanisms  ot  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways 

t Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
Increases  In  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  Interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  ot  the  action  potential  Diltiazem  produces  relaxation 
ot  coronary  vascular  smooth  muscle  and  dilation  ot  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
(low  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance 

Hemodynamic  and  Electrophysiologlc  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  Isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  election  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  attected.  There  are  as  yet  few  data  on  the  Interaction 
ot  diltiazem  and  beta-blockers  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  ot 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  ot  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation  There  were,  however,  three 
Instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subiect  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  inbavenous  dosing)  of  about  40%,  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 1 20-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
Impairment  on  excretion  or  metabolism  of  diltiazem 

INDICATIONS  AND  USAGE 

1  Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2  Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0 48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3 Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  In  this  situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationstn  to 
CARDIZEM  has  not  been  established  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%).  rash  (1.3%), 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  events 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presenta- 
tion corresponding  to  the  relative  frequency  of  occurrence 


Cardiovascular 


Nervous  System: 
Gastrointestinal 


Dermatologic: 

Other: 


Flushing,  arrhythmia,  hypotension,  bradycar- 
dia, palpitations,  congestive  heart  failure, 
syncope 

Paresthesia,  nervousness,  somnolence, 
tremor,  insomnia,  hallucinations,  and  amnesia. 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  ol  alkaline  phosphatase,  SGOT, 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensitivity. 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted 
A patient  with  Prinzmetal's  angina  experiencing  episodes  of 
vasospastic  angina  developed  periods  of  transient  asymptomatic 
asystole  approximately  five  hours  after  receiving  a single  60-mg 
dose  of  CARDIZEM. 

The  following  postmarketing  events  have  been  reported  infre- 
quently in  patients  receiving  CARDIZEM  erythema  multiforme;  leu- 
kopenia; and  extreme  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT.  LDH,  and  CPK.  However,  a definitive  cause  and  effect  between 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited. 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggerated 
response,  appropriate  supportive  measures  should  be  employed  in 
addition  to  gastric  lavage  The  following  measures  may  be  considered: 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  there 
is  no  response  to  vagal  blockade,  administer 
isoproterenol  cautiously 
Treat  as  for  bradycardia  above  Fixed  high- 
degree  AV  block  should  be  treated  with  car- 
diac pacing 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician. 

The  oral/LD50's  in  mice  and  rats  range  from  415  to  740  mg/kg 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LD„'s  in 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LD50  in 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  known, 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associated 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro- 
nary Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro- 
nary Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient's 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  and  at 
bedtime,  dosage  should  be  increased  gradually  (given  in  divided 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  until 
optimum  response  is  obtained.  Although  individual  patients  may 
respond  to  any  dosage  level,  the  average  optimum  dosage  range 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  concern- 
ing dosage  requirements  in  patients  with  impaired  renal  or  hepatic 
function.  If  the  drug  must  be  used  in  such  patients,  titration  should  be 
carried  out  with  particular  caution 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  acute 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safely 
coadministered  with  short-  and  long-acting  nitrates,  but  there 
have  been  no  controlled  studies  to  evaluate  the  antianginal 
effectiveness  of  this  combination. 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC 
0088-1771-49)  Each  green  tablet  is  engraved  with  MARION  on  one 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg  scored 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  and  in  Unit 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  yellow 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  other. 
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AUXILIARY 


Auxiliary  Liaison  Editor  — Mrs.  Walter  (Isabella)  Laude 


Encouraging  older  adults  to  enjoy  life 


To  enjoy  life,  one  needs  a variety  of  resources 
and  opportunities.  One  also  must  be  able  to  get  help 
when  it  is  needed.  In  order  to  help  meet  these  needs 
in  Palm  Beach  County,  the  Palm  Beach  County 
Medical  Society  Auxiliary  combined  forces  with 
another  agency  to  produce  one  of  the  most  compre- 
hensive guides  ever  seen  for  helping  older  adults  to 
enjoy  life. 

This  unique  directory  is  entitled  Enjoying  Life 
in  Favorite  Ways  and  lists  one  hundred  and  twenty- 
six  sources  of  information,  opportunities,  and  ser- 
vices. Most  of  the  listings  were  compiled  by  Laura 
Huntington,  Chairman,  and  Auxiliary  members 
Nancy  Alley,  Lisette  Mergen,  Carol  Van  Eldik,  and 
Jane  Wilson.  They  worked  closely  with  the  Sylvester 
Institute  on  Aging  staff  and  the  College  of  Boca 


"Enjoying  Life  in  Favorite  Ways"  Directory  Team:  (left  to 
right)  Lisette  Mergen,  Laura  Huntington,  Carol  Van  Eldik 
and  Nancy  Alley.  Missing:  Jane  Wilson. 


Raton,  researching  agencies  in  Palm  Beach  County 
which  provide  opportunities  and  services  for  senior 
adults  to  lead  happy  and  healthy  lifestyles.  Research 
associate  of  the  institute,  Helena  Toner  served  as 
editor  of  the  directory. 

The  purpose  of  the  directory  is  "to  encourage 
older  adults  to  be  active  and  independent."  It  focuses 
on  preventive  health,  rather  than  sickness,  and 
fulfills  the  wish  of  the  Auxiliary  to  provide  ways  for 
senior  citizens  to  stay  well  and  remain  active. 

The  forty  page  guide  is  easy  to  read,  attractively 
illustrated,  and  abounds  with  health  tips  and  infor- 
mation which  will  prove  extremely  valuable  and  en- 
joyable for  older  adults  in  Palm  Beach  County,  and 
as  an  example  of  what  an  Auxiliary  can  do  to  help 
improve  the  quality  of  life  for  all. 

To  obtain  a copy  of  Enjoying  Life  in  Favorite 
Ways  send  a check  for  $2.50  payable  to  the  College 
of  Boca  Raton,  Sylvester  Institute  on  Aging,  3601 
North  Military  Trail,  Boca  Raton  33431. 

Topics  covered  include:  "things  we  like  to  do, 
places  for  friendship,  staying  healthy,  safety  at 
home  and  on  the  road,  information,  administrative, 
and  regulatory  agencies,  services  for  the  disabled, 
and  in  times  of  need." 


Mrs.  Carol  Van  Eldik 

Council  on  Aging  Committee 

Palm  Beach  County  Medical  Society  Auxiliary 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work  by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name  i 

I'lciiM*  Print) 

Address 

City 

State 

Zip 

1 ) 

Specialty 

Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 
22%  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  10345 


is.  • M tyXBKM 


You  know  it's  not  your 
everyday  patient  problem. 
Alcoholism  is  far  different 
from  most  other  diseases. 
Patients  try  to  hide  it  from 
you.  They  resist  treatment. 
They  deny  they  have  the 
disease  at  ah. 

Such  a complex  physical 
and  emotional  problem 
usually  requires  extensive 
evaluation.  And  interven- 


tion counseling  is  frequently 
needed. 

If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  the  treatment  of 
alcoholism  and  drug  abuse. 
We're  a specialized  facility 
staffed  to  serve  both  your 


treatment  programs  have 
given  us  one  of  the  best  re- 
covery rates  in  the  country. 
And  once  recovered,  your 
patients  and  their  families 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 


Center  can  help  you  effec- 
tively treat  this  problem, 
call  our  treatment  center  in 
Orlando  (305/841-7071)  or 
Tampa  (813/884-1904  or, 
toll-free  in  Pinellas  County, 
\ 813/447-4806)  any- 

time,  day  or  night. 

Brookwood 
Recovery  Centers 

A health  care  service  of 
American  Medical  International 


Meetings 

Accepted  by  the 
fma  Committee  on 
Continuing  Medical 
Education  for 
Mandatory  Credit 


NOVEMBER 

Twenty-sixth  Workshop  in 
Electrocardiography,  Nov. 
1-4,  Sheraton  Sand  Key  Hotel, 
Clearwater.  For  information: 
Henry  Marriott,  M.D.,  601  12th 
Street  N.,  St.  Petersburg 
33705,  (813)  894-0790. 

Advanced  Cardiac  Life  Sup- 
port, Nov.  2-3,  USF  College  of 
Medicine,  Tampa.  For  more 
information:  J.  Paul  Michlin, 
M.D.,  12901  N.  30th  St.,  Tampa, 
FI.  33612,  (813)  251-6911. 

Spinal  Deformities,  November 
3-6,  Sheraton  Bal  Harbour, 
Bal  Harbour.  For  information: 
Barry  Silverman,  2050  N.E. 
163rd  Street,  N.  Miami  Beach 
33162,  (305)  944-4746. 

Current  Advances  in 
Perinatology,  Nov.  3-9,  Virgin 
Islands.  Contact:  Charles  R. 
Bauer,  M.D.,  Division  of 
Pediatrics,  P.O.  Box  016960, 
Miami,  FI.  33101,  (305) 
547-5808. 

Third  Annual  Meeting  Florida 
Medical  Professional  Group, 

Nov.  8-10,  Tradewinds  Hotel, 
St.  Petersburg.  Contact: 
Walter  W.  Hamilton,  1201  5th 
Avenue  North  #505,  St. 
Petersburg,  FL(813)  821-9760. 

Eleventh  Annual  Review 
Courses  in  OB/GYN,  Nov.  13, 
Miami.  Contact:  Patty  Mundy, 
P.O.  Box  016960,  Miami,  FI. 
33101,  (305)  549-6944. 

Third  Annual  Childrens 
Hospital  Foundation  — Care 
of  the  Sick  Child,  Nov.  14-16, 
Palace  Hotel,  Lake  Buena 
Vista.  Contact:  Joseph 
Chiaro,  M.D.,  1414  S.  Kuhl 
Ave.  Orlando,  FI.  32806,  (305) 
841-5143. 

Eleventh  Annual  OB/GYN 
Reveiw  Courses,  Nov.  14-25, 
Sheraton  Royal  Biscayne 
Hotel,  Key  Biscayne.  Con- 
tact: Patti  Mundy,  P.O.  Box 
016960,  Miami,  FI.  33101, 
(305)  549-6944. 


Ninth  Annual  Seminar:  Evolu- 
tion in  the  Total  Care  of  the 
Pediatric  Hematology/On- 
cology Patient,  November 
21-23,  Hyatt  Orlando,  Orlando. 
For  information:  Cindi  Butson, 
P.O.  Box  13372,  University 
Station,  Gainesville  32604, 
904-375-6848. 

Vascular  and  Pulmonary 
Diseases:  Diagonsis  and 
Management,  Nov.  22-24, 
Sonesta  Beach  Hotel,  Key 
Biscayne.  Contact:  Stephen 
E.  Mattingly,  5808  S.  Rapp 
Street,  Littleton,  Co  80120, 
(303)  798-9682. 


DECEMBER 

Techniques  of  Therapeutic 
Gastrointestinal  Endoscopy, 

December  4-6,  Contemporary 
Resort  Hotel,  Lake  Buena 
Vista.  For  info:  H.  Worth 
Boyce  Jr.,  M.D.,  USF  College 
of  Medicine,  Box  19,  12901  N. 
30th  Street,  Tampa  33612 
(813)  974-2034. 

Innovative  and  Controversial 
Strategies  in  Rehabilitation 
II:  Technology  and  Techni- 
ques, Dec.  4-8,  Sheraton  Bal 
Harbour,  Miami.  Contact: 
Gloria  All i ngton,  P.O.  Box 
016960,  Miami,  FI.  33101, 
(305)  547-6716. 

Clinical  Allergy  and  Immu- 
nology for  the  Practicing  Phy- 
sician, Dec.  5-7,  Palace  Hotel, 
Lake  Buena  Vista.  For  info: 
Richard  F.  Lockey,  M.D.,  VA 
Hospital,  13000  N.  30th  St., 
Tampa,  33612,  (813)  972-2000, 
ext. 596. 

Ear,  Nose,  & Throat  Diseases 
in  Children,  December  7-11, 
The  Breakers,  Palm  Beach. 
For  information:  125  DeSoto 
Street,  Piladelphia,  PA  15213, 
412-647-5466. 

Emergencies  in  Internal 
Medicine,  VIII,  Dec.  8-14,  St. 
Thomas,  Virgin  Islands.  For 
more  information:  Gloria  All- 
ington,  P.O.  Box  016960, 
Miami,  FI.  33101,  305-547-6716. 

New  Approaches  to  Common 
Disorders  II,  Dec.  11-14,  Clear- 
water Beach.  For  information: 
Joel  Gleason,  M.D.,  12901  N. 
30th  Street,  Tampa,  Florida 
33612,  (813)  397-5511. 


JANUARY 

Thirty-first  Annual  Cardio- 
vascular Seminar,  Jan.  10-11, 
Sheraton  Sand  Key  Resort, 
Clearwater  Beach.  Contact: 
Anita  Godsey,  P.O.  Box  7188, 
St.  Petersburg,  FL  33734,  (813) 
526-6000. 

Omni-Specialty  Medical  Up- 
date, Jan.  12-14,  Naples  Bath 
and  Tennis  Club,  Naples.  Con- 
tact: James  Marion,  M.D. 

The  Economic  Impact:  Drug 
Abuse  in  the  Work  Force,  Jan. 
15-17,  James  L.  Knight  Interna- 
tional Club,  Miami.  Contact: 
Conference  Center,  400  S.E. 
2nd  Avenue,  Miami,  FL  33131, 
(305)  372-0140. 

Eighteenth  Annual  Post- 
graduate Seminar  in  Pediatric 
and  Adulat  Urology,  Jan.  15-18, 
Sheraton  Bal  Habor,  Miami 
Beach.  Contact:  Victor  A. 
Poktano,  M.D.,  Dept,  of 
Urology,  6614  Miami  Lakes 
Drive  East,  Miami  Lakes,  FL 
32014,  (305)  687-1367. 

Cardiology  Tutorials  in  the 
Wilderness,  Jan.  18-25, 
Canoe  Trip,  Everglades.  Con- 
tact: Peter  E.  Pool,  M.D., 
UCSD  School  of  Medicine,  La 
Jolla,  CA  92093,  (619) 
452-3940. 

Eleventh  Annual  Review  and 
Recent  Practical  Advantages 
in  Pathology,  Jan.  19-24, 
Hyatt  Hotel,  Miami.  Contact: 
A.  Morales,  M.D.,  P.O.  Box 
016960,  Miami,  FL  33101, 
(305)  549-6437. 

Symposium  on  Cancer 
Biology  and  Therapeutics, 

Jan.  20-22,  Curtis  Hixon  Con- 
vention Center,  Tampa.  Con- 
tact: J.  G.  Cory,  Ph.D., 
Medical  Center,  Box  46, 
12901  N.  30th  Street,  Tampa, 
FL  33612. 

MedTech  ’86,  Jan.  20-22,  Cur- 
tis Hixon  Convention  Center, 
Tampa.  Contact:  Interna- 
tional Conference  Manage- 
ment, c/o  The  Madison,  15851 
Dallas  Parkway,  Suite  1155, 
Dallas,  TX  75248,  (214) 
458-7011. 

Annual  Symposium  on 
Cancer  Biology  and 
Therapeutics,  Jan.  20-22,  USF 
College  of  Medicine,  Tampa. 
Contact:  Joseph  Cory,  Ph.D., 
12901  N.  30th  Street,  Tampa, 
FL  33612,  (813)  974-4296. 
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A Practical  Approach  to  Solu- 
tions and  Problems  in  Burn 
Care,  Jan.  30-Feb  1,  Clear- 
water Beach.  Contact:  C. 
Wayne  Cruse,  M.D.,  12901  N. 
30th  Street,  Tampa,  FL  33612, 
(813)  974-4296. 

Vascular  and  Pulmonary 
Diseases:  Diagnosis  and 
Management,  Jan.  31-Feb.  2, 
Don  Cesar  Hotel,  St.  Peters- 
burg. Contact:  Stephen  E. 
Mattingly,  (303)  798-9682. 


FEBRUARY 

Ultrasound  Integrated  into 
Modern  Ob-Gyn,  Miami 
Beach.  Contact:  William  A. 
Little,  M.D.,  P.O.  Box  016960, 
Miami,  FL  33101,  (305) 
549-6944. 

Internal  Medicine  — Selected 
Aspects,  Feb.  1-8,  Telluride, 
Colorado.  Contact:  Gloria  All- 
ington,  P.O.  Box  016960, 
Miami,  FL  33101,  (305) 
547-6716. 

Twelfth  Annual  Bail  Con- 
ference in  Anesthesiology, 

Vail,  Colorado.  Contact: 
Brian  Craythorne,  M.D.,  P.O. 
Box  016960,  Miami,  FL  33101, 
(305)  547-6411. 

Controversies  in  Carcinoma 
of  the  Breast,  Feb.  1-8, 
Snowmass,  Colorado.  Con- 
tact: Martin  Silbiger,  M.D., 
12901  N.  30th  Street,  Tampa, 
FL  33612,  (813)  974-2538. 

Eighteenth  Miami  Winter 
Symposium  — Advances  in 
Gene  Technology,  Feb.  3-7, 
Hyatt  Regency  Hotel,  Miami. 
Contact:  William  J.  Whelan, 
P.O.  Box  016960,  Miami,  FL 
33101,  (305)  547-6265. 

Hair  Replacement  Surgery  for 
the  Beginner,  Feb.  5-9,  Miami 
Airport  Hilton,  Miami.  Con- 
tact: Sorrel  S.  Risnik,  M.D., 
9065  S.W.  87  Ave.,  Suite  109, 
Miami,  FL  33176,  (305) 
279-6060. 

Twenty-third  Annual  Neuro- 
ophthalmology Course,  Feb. 
6-8,  Sonesta  Beach  Hotel, 
Key  Biscayne.  Contact: 
Hilary  Hose,  6125  S.W.  31 
Street,  Miami,  FL  33155,  (305) 
667-7060. 


Pulmonary,  Allergy  and  Infec- 
tious Diseases,  Feb.  10-14, 
Palace  Hotel,  Lake  Buena 
Vista.  Contact:  Udaya 
Prakash,  M.D.,  200  1st  Street, 
S.W.,  Rochester,  MN  55905, 
(507)  284-2511. 

Pediatrics  for  the  Practitioner, 

Feb.  14,  USF  College  of 
Medicine,  Tampa.  Contact: 
Herbert  Pomerance,  M.D., 
12901  N.  30th  Street,  Tampa, 
FL  33612,  (813)  974-4214. 

Conference  on  the  Beach,  Feb. 
17-22,  Daytona  Hilton,  Daytona 
Beach.  Contact:  Tariq  Siddiqui, 
M.D.,  P.O.  Box  1990,  Daytona 
Beach,  FL  32015,  (904) 
254-4051. 


Pediatric  Dermatology  Semi- 
nar, Feb.  20-23,  Eden  Roc 
Hotel,  Miami  Beach.  Contact: 
Guenter  Kahn,  16800  N.W. 
2nd  Avenue  #401,  N.  Miami 
Beach,  FL  33169,  (305) 
652-8600. 

Eleventh  Annual  Midwinter 
Seminar  in  Ob/Gyn,  Feb. 
26-March  1,  St.  Petersburg 
Beach.  Contact:  J.  M.  Ungram, 
M.D.,  12901  N.  30th  Street, 
Tampa,  FL  33617,  (813) 
974-2088. 


Eighteenth  Teaching  Con- 
ference in  Clinical  Car- 
diology, Feb.  26-March  1, 
Sheraton  Bal  Harbour,  Bal 
Harbour.  Contact:  Michael  S. 
Gordon,  M.D.,  D-41,  P.O.  Box 
016960,  Miami,  FL  33101, 
(305)  547-6491. 

Health  Care  of  the  Elderly, 

Feb.  27-March  1,  USF  College 
of  Medicine,  Tampa.  Contact: 
Eric  Pfeiffer,  M.D.,  12901  N. 
30th  Street,  Tampa,  FL  33612, 
(813)  974-4355. 

Current  Concepts  in  Surgery 
of  the  Gastrointestinal  Tract, 

Feb.  27-March  1,  Diplomat 
Hotel,  Hollywood.  Contact: 
6614  Miami  Lakes  Drive  East, 
Miami  Lakes,  FL  33014,  (305) 
687-1367. 

Surgical  Anatomy  of  the 
Eyelids,  Orbit  and  Lacrimal 
Apparatus,  Feb.  27-March  1, 
Lincoln  Hotel  and  USF  Col- 
lege of  Medicine,  Tampa. 
Contact:  Jay  J.  Oldbr,  M.D., 
12901  N.  30th  Street,  Tampa, 
FL  33612,  (813)  974-3170. 


MARCH 

Neuroradiology:  New 

Horizons  and  Current  Con- 
cepts fo  Classic  Issues, 

March  3-7,  Sheraton  Bal  Har- 
bour, Miami.  Contact:  Joyce 
E.  Freeman,  P.O.  Box  016960, 
Miami,  FL  33101  (305)  549-6894. 

Twenty-First  Annual  Meeting 
of  the  American  Society  of 
Contemporary  Medicine  and 
Surgery, March  9-13,  Diplomat 
Hotel,  Hollywood.  Contact: 
John  G.  Bellows,  M.D.,  211  E. 
Chicago  Ave.,  Sute  1044, 
Chicago,  IL  60611,  (312) 
787-3335. 

Breast  Disease  Update  III, 

March  12-16,  Hilton  Hotel, 
Lake  Buena  Vista.  Contact: 
Noel  Zusmer,  M.D.,  4300 
Alton  Road,  Miami  Beach,  FL 
33140,  (305)  674-2418. 

Eighth  Annual  Family  Prac- 
tice Review,  March  17-21, 
Adam’s  Mark  Caribbean  Gulf 
Resort,  Clearwater  Beach. 
Contact:  Charles  Aucremann, 
M.D.,  701  6th  Street  South,  St. 
Petersburg,  FL  33701,  (813) 
893-6156. 

APRIL 

Vascular  and  Pulmonary 
Diseases:  Diagnosis  and 
Management,  March  21-23, 
Bahia  Mar  Hotel,  Ft.  Lauder- 
dale. Contact:  Stephen  E. 
Mattingly,  (303)  798-9682. 

Radiology  of  Hepatobiliary 
and  Pancreatic  Disease:  Im- 
aging and  Intervention,  April 
1-5,  Miami  Hyatt  Regency, 
Miami.  Contact:  Jill  Nolden, 
Division  of  Diagnostic 
Radiology,  P.O.  Box  016960, 
Miami,  33101,  (305)  549-6894. 

1986  Radiation  Therapy 
Seminar,  April  17-19,  Universi- 
ty Centre  Hotel,  Gainesville. 
Contact:  Division  of  Radia- 
tion Therapy,  JHMHC  J-385, 
Gainesville,  32610. 

ONGOING 

Seminars  — Most  major  ski 
areas,  Club  Med,  Disney 
World  and  other  resorts. 
Topic:  Medical/Legal  and 
Financial  Management.  Ac- 
credited. Current  Concept 
Seminars,  Inc.  (since  1980) 
3301  Johnson  St.,  Hollywood, 
FL  33021  (800)  428-6069.  Fee 
$175. 


LIPO-NICIN 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO  NICIN®/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 


LIPO-NICIN®(250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  Severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

(BwbWJUfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  IW® 


Doctor: 


What  Are  \bu  Giving 
Itour  Practice  This 
Christmas? 


Buy  the  Medical  Management  System  from 
Provider  Automated  Services  BEFORE 
DECEMBER  15  and  receive  up  to  $1500 
worth  of  free  computer  equipment. 

Let  us  automate  your  office  during  this 
special  pre-holiday  offer  and  you  can  choose 
one  of  the  following  presents  for  your 
practice: 

I Correspondence-quality  printer 
M Data  entry  terminal 
I High-speed  modem 
I Steelcase®  computer  furniture 
I Business  software  package. 

The  Medical  Management  System  will  take 
care  of  your: 

H Accounts  receivable 
H Patient  billing 
I Automated  claims  filing 
I Other  business  functions. 

This  stand-alone  system  is  specifically 
designed  for  a medical  office ...  to  give  you 
better  control  of  your  practice. 


Don’t  delay!  Call  your  PAS  representative  (collect)  at  (904)  739-6730  before  December  15! 


PROVIDER 
AUTOMATED 
SERVICES,!  NC. 

Subsidiary  of  Blue  Cross  and  Blue  Shield  of  Florida,  Inc. 


FLORIDA  MEDICAL  FOUNDATION 
Needs  Your  HELP! 

Please  help  by  buying  and  encouraging  others  to  buy: 

Healthy  Florida  Citrus 

and 

Fantastic  Florida  Pecans 

The  citrus  is  available  throughout  the  year  and  can  be  mailed  directly  to  your  family 
and  friends.  The  fall  pecans  will  be  a definite  plus  for  your  holiday  baking  or  your  gift 
list.  Both  are  25%  tax  deductible  to  the  donor. 

REMEMBER,  of  all  the  worthy  Auxiliary  projects,  supporting  FMF  is  the  one  thing 
we  do  for  our  “own.”  One  of  the  most  important  uses  of  the  profits  is  to  support  the 
Impaired  Physicians  Program. 

Please  continue  to  order  citrus  throughout  the  year.  If  you  need  brochures  or  order 
forms,  contact  your  local  auxiliary  or: 

Mrs.  Gary  M.  Wright  (Charlotte) 

4171  S.E.  38th  St.  • Ocala,  FL  32671 
(904)  694-2248  or  (904)  732-4032 


If  there  are  problems 
and  there  is  drinking, 
drinking  may  be  the  problem 


Specializing  in  the  treatment  of  alcoholism  and  drug  dependency  conditions 
311  Jones  Mill  • Statesboro,  Georgia  30458  • 912-764-6236  • JCAH  Accredited 


Classified 

Ads 

Classified  advertising  rates 
are  SiOOO  for  the  first  25 
words  or  less  and  25  cents 
for  each  additional  word 
Deadline  is  first  of  the 
month  preceding  month 
of  publication 


Physicians  Wanted 

FAMILY  PRACTICE  oppor- 
tunity: Established,  success- 
ful family  practice  opportun- 
ities for  Family  Practitioners 
or  Internists  in  the  Miami,  Ft. 
Lauderdale,  Palm  Beach  and 
Tampa  areas.  Board  eligible  or 
certified  preferred.  Excellent 
professional  and  economic 
growth  potential.  State  license 
required.  Respond  with  CV  to: 
Fern  Blum,  EMSA,  8200  West 
Sunrise  Blvd.,  Building  C, 
Plantation,  FL  33322,  or  call 
(305)  472-6922. 

EMERGENCY  PHYSI- 
CIANS: Professionally  ori- 
ented, emergency  physician 
group  has  immediate  full 
time  opportunities  for  well- 
qualified  emergency  physi- 
cians in  hospitals  located  on 
coastal  Florida.  Excellent  com- 
pensation package.  Respond 
with  CV  to:  Karen  Block, 
EMSA,  8200  W.  Sunrise  Blvd., 
Building  C,  Plantation,  FL 
33322  or  call  (305)  472-6922. 

GERIATRIC  OR  FAMILY 
PRACTICE  physician  wanted 
in  Central  Florida.  Ideal  prac- 
tice situation.  Reply  to: 
C-1202,  Post  Office  Box  2411, 
Jacksonville,  FL  32203. 

EXPERIENCED,  BOARD 
CERTIFIED  SPECIALISTS  in 
orthopedics,  neurosurgery/ 
neurology,  and  EMG  wanted 
for  part  time  association  with 
office  based  group  performing 
medico-legal  evaluations  in 
Dade  and  Broward  Counties. 
We  offer  excellent  renumera- 
tion with  no  nights  or  week- 
ends on  call,  and  minimal 
malpractice  exposure.  Call 
(305)  557-0900  or  send  C.V.  to 
Medical  Director,  Southern 
Diagnostic  Associates,  Inc., 
1575  West  49th  Street,  Suite 
132,  Hialeah,  Florida  33012. 


GENERAL  INTERNISTS, 
PEDIATRICIANS,  NEU- 
ROLOGISTS, ENT,  THORACIC 
AND  GENERAL  SURGERY, 
DERMATOLOGY,  FAMILY 
PRACTICE,  HEMATOLOGY/ 
ONCOLOGY:  Expanding  30 
man  physician  multispecialty 
group  in  West  Palm  Beach, 
Fla.  seeks  dynamic,  Florida 
licensed,  fully  American 
trained  physicians  for  private 
practice  1985.  Candidates 
must  be  personable  and  well 
qualified;  emphasis  on  high 
quality  patient  care.  Send  CV 
and  references  with  letter 
outlining  your  goals  to: 
C-1249,  Post  Office  Box  2411, 
Jacksonville,  FI  32203. 

PHYSICIAN  WANTED:  Or- 
thopaedic Surgeon,  young, 
ambitious  M.D.  wanted  to 
share  general  orthopaedic 
practice  with  two  established 
practitioners  in  the  Ft. 
Walton  Beach  area.  Must 
have  excellent  references. 
Contact  William  R.  Marshall, 
M.,  PA  and  Thomas  A.  Dlabal, 
M.D.,  928-D  Mar  Walt  Drive, 
Ft.  Walton  Beach,  FI  32548. 

RADIOLOGIST  — South 
Florida.  Part-time  position, 
office-based  practice. 
Xeromammography,  ar- 
thrography, CT,  ultrasound, 
nuclear  medicine  and  general 
radiology.  Send  CV  and 
salary  requirements  with  in- 
itial inquiry.  Roberto  Rivera, 
M.D.,  1400  N.W.  99  Avenue, 
Plantation,  FL  33322. 

FAMILY  PHYSICIAN  to 
join  busy  internist  in  the 
Florida  Keys.  Office  has 
laboratory,  EKG  and  X-ray 
capabilities.  Flexible 
association  available.  Univer- 
sity training  preferred.  Send 
CV:  Medical  Clinic,  P.O.  Box 
2008F,  Key  West,  FL  33040. 

FAMILY  PHYSICIAN  to 
join  busy  internist  in  the 
Florida  Keys.  Office  has 
laboratory,  EKG  and  X-ray 
capabilities.  Flexible 
association  available.  Univer- 
sity training  preferred.  Send 
C.V.:  Medical  Clinic,  P.O.  Box 
2008F,  Key  West,  FL,  33040. 

EMERGENCY  PHYSICIAN 
needed  for  independant 
group  at  new  Gulf-coast 
hospital.  Expected  income 
over  $100,000.  Send  CV  to 
C-1285,  P.O.  Box  2411, 
Jacksonville,  FI.  32203. 


WANTED  — PHYSICIANS 
in  all  specialties  to  review 
medical  records  — send  your 
C.V.  to  Miss  Wagda  — 319 
Harwich  Road,  Brewster, 
Massachusetts  02631. 

FORT  LAUDERDALE, 
MIAMI,  PALM  BEACH.  Physi- 
cians for  family  practice  cen- 
ters. Immediate  openings. 
Benefits,  profit  sharing  & ten- 
ure available.  Call  Dr.  Verblow 
(305)  474-4403  or  write  FHCC, 
7730  Peters  Road,  Plantation, 
Florida  33317 

FAMILY  PHYSICIAN  TO 
JOIN  busy  internist  in  Florida 
Keys.  Office  has  laboratory, 
EKG  and  X-ray  capabilities. 
Will  provide  very  flexible  as- 
sociation to  the  right  indivi- 
dual. Send  CV  to:  Robert 
Carraway,  M.D.,  P.O.  Box 
2008,  Key  West,  FL  33040 
(305)  294-0511. 

PEDIATRICS:  Established 
Pediatrician  needs  associate. 
Board  E/Q  and  U.S.  Trained. 
Partnership  or  share 
pediatric  call  and  expenses  in 
group  of  3 (2  internists  and 
pediatrician)  on  central 
Florida  east  coast.  C-1266, 
P.O.  Box  2411,  Jacksonville, 
FL  32203. 

ORTHOPAEDIC  SUR- 
GEON — wanted  to  join  an 
established  surgeon,  south- 
east Florida,  Boynton  Beach 
area.  Send  CV:  C-1279,  P.O. 
Box  2411,  Jacksonville,  FI. 
32203. 

ORLANDO:  Active  4 man 
ob-gyn  practice  seeks  asso- 
ciation with  motivated  com- 
passionte  BE/BC  ob-gyn 
leading  to  partnership.  Af- 
filiated with  large  rapidly  ex- 
panding referal  center.  The 
community  is  young  and 
thriving.  Send  CV  to  The  Ob- 
Gyn  Group,  2905  McRae  Ave., 
Orlando,  FI.  32803,  Attn: 
Howard  Schechter,  M.D., 
305-898-7151. 

M.D.  NEEDED  — Im- 
mediate opening  for  physician 
in  a Jacksonville  industrial 
medicine  clinic.  Experienced  in 
acute  care,  please  respond  to 
(904)  354-2331  for  interview. 

WANTED:  INVESTING 
and  participating  M.D.  for 
walk-in  medical  center,  Orlan- 
do area.  Call  after  hours  — 
(813)  646-6612. 


BRADENTON  WALK-IN 
needs  part-time  (one  to  two 
days  weekly)  emergency  or 
family  physician,  U.S.  train- 
ed, with  FI.  license.  Hourly 
rate  plus  malpractice.  Write 
Dr.  A.D.  Raff,  4110  Manatee 
Ave.,  W.,  Bradenton,  FI. 
33505. 

INTERNAL  MEDICINE: 
Central  Florida  east  coast. 
Shared  expenses  in  group  of 
four  with  well  equipped  lab, 
x-ray.  Board  eligible/qualified, 
and  U.S.  trained.  Rent  $300.00 
a month.  Contact  T.C.  Kenaston 
Jr.,  M.D.,  Box  550,  Cocoa,  FL 
32923-0550. 

FLORIDA  S.E.  COASTAL 
AREA  UNIQUE  OPPORTUNITY 
for  someone  with  Internal 
Medicine  and  Emergency 
Medicine  experience.  Expand- 
ing office  based  practice- 
opportunity  with  equity  parti- 
cipation available.  Send  C.V. 
in  confidence  to:  SRM  & As- 
sociates, Inc.,  1060  NE  28th 
Terrace,  Pompano  Beach,  FL 
33062. 

ESTABLISHED  FAMILY 
PRACTICE  opportunity  on  the 
Gulf  Coast  of  Florida  (Sara- 
sota/Bradenton). Seeking 
primary  care,  board  certified 
physician  in  Family  Practice 
to  compliment  existing  3 
physicians.  Office  has  in- 
house  laboratory  and  x-ray 
facilities  with  emphasis  on 
high  quality  patient  care. 
Built  in  patient  referral 
system.  Share  call  every  4th 
night,  4th  weekend,  and 
rotating  holidays.  Reply  with 
CV  to:  Occupant,  P.O.  Box 
14204,  Bradenton,  FL 
34280-4240. 

GROUP  OPENING  for 
residency  — trained  F.P.  to 
join  growing  group  of  young 
boarded,  residency-trained 
F.P.s.  Contact:  Roman  M. 
Hendrickson,  M.D.,  P.A.,  621 
South  Nova  Road,  Ormond 
Beach,  FI.  32074,  (904) 
672-5084. 

ORTHOPAEDIC  SUR- 
GEON — Southeast  Florida. 
Busy  three-man  group.  Quali- 
ty care  emphasized.  Practice 
includes  trauma,  reconstruc- 
tive, arthroscope  and  hand 
surgery.  Send  CV  to:  H.  Reit- 
man,  M.D.,  R.  Kleiman,  M.D., 
B.  Berkowitz,  M.D.,  150  N.W. 
70th  Avenue,  Suite  3,  Planta- 
tion, FL  33317,  (305)735-6160. 
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WORKING  MEDICAL  DI- 
RECTOR wanted  for  outpa- 
tient walk-in  center.  Private 
practice  opportunity  on 
Florida  Gulf  Coast.  Available 
immediately.  Financial 
renumeration  based  on  % of 
gross  receipts.  Respond  with 
resume  including  phone 
number  to  Medical  Clinic, 
P.O.  Box  25312,  Tampa,  FI 
33622. 

FAMILY  PRACTICE/GERI- 
ATRICS, active.  North  Tampa/ 
USF  area.  Completely  equip- 
ped office  including  new 
X-ray,  HME*,  Spirometry,  and 
Motorola  Cellular  portable 
telephone.  Serious  inquiries 
only.  C-1289,  P.O.  Box  2411, 
Jacksonville,  FL  32203 

NEUROLOGIST,  Board 
certified  or  eligible  to  join  a 
solo  practice  in  a rapidly 
growing  community  located 
in  Florida  sunbelt.  Full  EP, 
EMG,  EEG  and  CT  facilities. 
Plan  to  expand  services.  Ear- 
ly full  partnership.  Reply  with 
CV  to  Box  C-1294,  P.O.  Box 
2411,  Jacksonville,  FL  32203. 

EMERGENCY  AND 
PRIMARY  CARE  physician: 
we  are  looking  for  a career- 
oriented  physician  to  join  our 
established  and  expanding 
group  which  includes  two  am- 
bulatory care  facilities.  Equi- 
ty participation  available. 
Send  CV  in  confidence  to 
SRM  & Associates,  Inc.,  1239 
Hillsboro  Mile  #407,  Hillsboro 
Beach,  FL  33062. 

WALK-IN  CLINIC,  Tampa, 
needs  M.D.’s,  70k  and  up.  CV 
to  FMD,  7740  Starkey  Road, 
Seminole,  FL  33543. 

GENERAL-VASCULAR 
Surgeon  needed  to  join  same 
in  busy  private  practice.  Two 
modern  hospitals  (250  and 
700  beds).  Vase.  Lab.  Lovely 
sub-tropical  Florida  Gulf 
Coast.  All  sports  and  cultural 
activities  nearby.  Send  CV  to: 
Barry  N.  Haicken,  M.D.,  1258 
West  Bay  Drive,  Largo,  FL 
3 ''540. 

INTERNIST,  BC/BE  to  join 
busy  solo  internist  in  Orlan- 
do. Rapidly  growing  area. 
Great  lifestyle.  Good 
coverage  schedule.  Contact: 
Dr.  Buswell-Charkow,  422  N. 
Dillard  St.,  Winter  Garden,  FL 
32787. 


EMERGENCY  DEPART- 
MENT DIRECTOR:  Position 
available  at  large  regional 
medical  center,  Treasure 
Coast  area.  Full  specialty 
back  up  and  committment  to 
departmental  development. 
Candidates  should  be  career 
oriented  and  have 
demonstrated  leadership 
ability.  Excellent  compensa- 
tion with  paid  malpractice 
and  group  health  insurance. 
Call  or  send  C.V.  to: 
Emergicare,  Inc.,  635  East 
Main  Street,  Hendersonville, 
Tennessee  37075,  (615) 
824-1184. 

TREASURE  COAST  AREA, 
Ft.  Pierce,  Port  St.  Lucie:  Im- 
mediate openings  for  physi- 
cians to  work  with  establish- 
ed multi-location,  hospital 
based  Emergency  Depart- 
ment group.  Salary  range 
from  $65,000  to  $95,000,  with 
paid  malpractice  and  group 
haelth  insurance.  Flexible 
schedule,  with  full  specialty 
back-up,  excellent  working 
conditions;  call  or  send  CV  to 
Emergicare,  Inc.,  635  East 
Main  Street,  Hendersonville, 
Tennessee  37075;  (615) 
824-1184. 

FAMILY  PRACTICE  op- 
portunity in  Tampa.  Excellent 
opportunity  for  a board  cer- 
tified or  board  eligible  family 
practitioner  to  join  a well- 
established  expanding  prac- 
tice. Guaranteed  salary  with 
strong  incentives.  Send  C.V. 
to  Box  C-1297,  P.O.  Box  2411, 
Jacksonville,  FL  32203. 

Situations  Wanted 

LOCUM-TENENS:  Radi- 
ologist, Board  Certified,  53, 
academic  and  administrative 
experience,  does  most  mo- 
dalities, will  also  consider 
permanent  association. 
Please  write  Box  C-1265,  P.O. 
Box  2411,  Jacksonville,  FI. 
32203. 

AMERICAN  BOARD  OF 
EMERGENCY  MEUiCINE, 
certified.  Seeking  position 
full  time  or  part  time  in  Palm 
Beach  or  Broward  County. 
Six  years  experience  as 
Director  of  a Department  in  a 
250  bed  hospital.  ACLS  and 
ATLS.  Will  consider  also  ad- 
ministrative position  with 
private  organization.  Please 
contact  M.D.  22751  Pinewood 
Court,  Boca  Raton,  FI.  33433. 


NEURORADIOLOGIST: 
Board  certified,  2 year  Univer- 
sity Fellowship,  expertise  in 
pediatric  and  adult  CT,  angio, 
myelo  and  DSA,  also  excel- 
lent skills  in  general  diagnos- 
tic as  partner  for  last  2 years 
in  large  multispecialty  group. 
Thirty-five  year  old,  married, 
one  child.  President,  Universi- 
ty of  Florida  graduating  class 
1978,  who  wishes  to  return 
home.  Lawrence  H.  Schott, 
M.D.,  1818  Lenard  St., 
Wausau,  Wisconsin  54401, 
(715)  675-9900  evenings. 

PLASTIC  AND  RECON- 
STRUCTIVE SURGEON. 
Recently  completed  residen- 
cy, board  eligible.  Seeking 
any  practice  situation;  solo, 
group,  partnership  etc.  prefer 
Florida’s  Southeast  Coast, 
especially  Palm  Beach  Coun- 
ty. Immediately  available  with 
Florida  license.  Reply:  Alan 
A.  Yurkiewicz,  M.D.,  32 
Hobart  Dr.,  Apt.  C4,  Newark, 
Delaware,  19713.  Phone  (302) 
737-7071. 

INTERNIST  with  sub- 
specialty training  in  nonin- 
vasive  cardiology,  seeks  to 
purchase  or  associate  with, 
chiefly  geriatric  practice  in 
South  Florida.  Reply  C-1184, 
P.O.  Box  2411,  Jacksonville, 
FL  32203. 

EXPERIENCED  AUSTRA- 
LIAN FAMILY  PRACTITIONER 
age  39,  also  M.R.C.P.  internal 
medicine  U.K.,  wishes  to  join 
or  buy  into  group  practice, 
Orlando  or  similar  center  ap- 
proximately Dec.  86.  Visiting 
Dec.  85  available  for  inter- 
view. Please  contact  Dr.  D.G. 
Pocock,  c/o  Mrs.  J.D.  Mahaf- 
fey,  747  Jamestown  Drive, 
Winter  Park,  FL  32792. 

UROLOGIST,  currently 
chief  resident  at  Cleveland 
Clinic,  looking  to  join  solo, 
group,  or  multispecialty  prac- 
tice, Gulf  or  East  Coast 
Florida.  Well-trained  in  all 
aspects  of  Urology.  Available 
July  1986.  Send  responses  to 
Box  C-1300,  P.O.  Box  2411, 
Jacksonville,  FL  32203. 

D.O.  WITH  9 YEARS  E- 
MERGENCY  ROOM  EXPER- 
IENCE seeking  position  in 
urgent  care  center  or  E.R.  in 
S.E.  Florida  Keys.  Reply 
C-1286,  P.O.  Box  2411, 
Jacksonville,  FI.  32203  or  call 
(616)  845-7620. 


M.D.  ANST,  BC  seeking  a 
position,  locum  tenens,  how- 
ever sharing  a full-time  with  a 
colleague  is  most  desirable. 
Experienced  ER  physician, 
active  ACLS,  in  the  process 
of  taking  the  ABEM  seeking  a 
position  in  moderate  vol  ER 
with  some  trauma.  C-1288, 
P.O.  Box  2411,  Jacksonville, 
FI.  32203. 

PEDIATRICIAN,  B/E,  U.S. 
trained,  Florida  licensed.  Has 
completed  one  year  of  Pedi 
Heme  lone  fellowship.  Look- 
ing for  general  pediatrics  op- 
portunity in  South  Florida. 
Will  join  solo  practitioner  or 
group.  Helen  Mitchell,  M.D., 
840  Madrid  St.,  Miami,  FI. 
33134,  305-447-0486. 

VASCULAR  GENERAL 
SURGEON.  Vascular  surgery 
fellowship.  Board  Certified. 
Four  years  private  practice, 
desires  multi-specialty  group 
practice.  C-1282,  P.O.  Box 
2411,  Jacksonville,  FI.  32203. 

PULMONOLOGIST:  Fellow 
College  of  Chest  Physicians, 
License:  Conn.,  Mass. 
Resigned  position  of  senior 
physician,  Holley  State 
Hospital,  Florida.  Age  75 
years.  Seek  Administrative 
job.  Call  (305)  585-2832.  Write 
3460  S.  Ocean  Blvd.,  Palm 
Beach,  Florida  33480. 

PSYCHIATRIST,  bd.  cer- 
tified, university  trained,  lie. 
Ohio,  Indiana,  Illinois  (but  not 
planning  to  sit  for  FI  license) 
seeks  employment  in  Florida 
— in  a position  where  Florida 
license  would  not  be  re- 
quired. Available  1/1/86.  Rep- 
ly to  Box  C-1293,  P.O.  Box 
2411,  Jacksonville,  FL  32203. 

PHYSICIAN  ASSISTANT: 
Graduate  of  U.S.  Army 
Academy  of  Health  Science 
Program.  Five  years  ex- 
perience in  family  practice, 
urgent  care,  emergency,  and 
general  practice.  Seeking 
position  with  famiiy  practice, 
general  practice,  or  urgent 
care  group.  Resume  and 
references  upon  request. 
Reply  to:  Mr.  David  H.  White, 
5581-1  Carter  Street,  Ft. 
Hood,  Texas  76544,  (817) 
532-5662. 

BOARD  CERTIFIED  PEDI- 
ATRICIAN, Florida  licensed, 
seeks  group  practice  in 
Florida.  C-1227,  P.O.  Box 
2411,  Jacksonville,  FI  32203. 
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Practices  Available 

INTERNAL-MED,  FAMILY 
Practice  est.  30  years  for 
sale.  Eager  to  retire.  No  rea- 
sonable offer  refused.  No 
cash  needed  for  physician 
just  completing  residency. 
Five  local  hospitals  require 
Board  Eligible.  Write  Medical 
Center,  P.O.  Box  7603,  West 
Palm  Beach,  FL  33405. 

INTERNAL  MEDICINE 
practice  for  sale  in  Central 
Florida,  about  80  south  of 
Disney  World.  Board  Certified 
Internist  wishes  to  retire  after 
26  years  of  active  practice. 
Prefer  Internist  with  sub-spe- 
cialty of  Cardiology.  Reply  to 
Box  C-1269,  P.O.  Box  2411, 
Jacksonville,  FL  32203. 

FOR  SALE:  DERMATOLOGIC 
PRACTICE.  Fully-equipped 
and  beautifully  furnished  of- 
fices in  prestigious  building. 
Ideally  located  in  West  Palm 
Beach,  FL  Could  stay  on  one 
year  or  longer  to  assist  in  tur- 
nover. Great  opportunity. 
Reply  C-1287,  P.O.  Box  2411, 
Jacksonville,  FL  32203. 

THIRTY-YEAR  FAMILY 
PRACTICE  grossing 
$140,000.00.  Four  day  week, 
2,000  ft.,  equipped  office 
lease-purchase  on  lake.  Fish 
ocean,  river,  savannahs.  Boat 
any  direaction.  Box  37, 
Jensen  Beach,  FL  33457. 

N.E.  COAST.  Well 
established,  fully  equipped. 
Excellent  community  hospi- 
tal (NICU  & Pediatric  Ward), 
charts,  office,  equipment, 
good  will.  Transferable.  Easy 
terms.  BE/BC.  Contact 
C-1298,  P.O.  Box  2411, 
Jacksonville,  FL  32203. 


Real  Estate 

DECORATED  OFFICE 
SPACE  AVAILABLE  in  the 
beautiful  Lighthouse  Point 
Professional  Building  at  2211 
NE  36  Street,  Lighthouse 
Point,  Florida.  For  details 
please  call  (305)  942-1444. 

SPRING  HILL,  FL  — 2300 
square  foot  professional  of- 
fice space  in  modern  new 
prestigous  building  with 
prime  exposure.  For  sale  or 
lease  — owner  will  finance. 
(904)  596-4162  weekdays. 


TALLAHASSEE:  FOR 
RENT  — Fully  furnished  of- 
fice presently  used  as  a der- 
matological practice.  In 
beautiful  medical  park  across 
street  from  new  rehabilitation 
hospital  and  mid-way  bet- 
ween two  large  hospitals. 
Call  904-877-3129  or  893-1385. 

SHARE  MEDICAL- 
SURGICAL  OFFICE,  5VZ 
days,  1500  E.  Hillsboro  Blvd., 
Deerfield  Beach,  FL  33441. 
Three  exam  rooms,  lab,  and 
business  office.  Patrick  E. 
Callaghan,  M.D.,  (305) 

428-2420. 

FOR  RENT  — Medical  of- 
fice suite  in  Vero  Beach,  FL; 
aproximately  3,000  square  ft., 
excellent  parking,  attractive, 
sound  brick  building.  Five 
year  lease  offered  at  $3,500 
per  month.  Located  on  water- 
front, 30  Royal  Palm  Blvd.  — 
perfect  for  primary  care 
physicians,  family  practice, 
or  walk-in  clinic.  Call  (305) 
562-7922  and  ask  for  Bruce 
MacIntyre.  701  Shore  Dr., 
Vero  Beach,  FL  32963. 

PRIME  MEDICAL  OFFICE 
Space  for  rent.  Reasonable, 
near  new  hospital. 
Zephyrhlls,  FL.  For  informa- 
tion, please  call  (813) 
782-4505. 

MUST  SELL:  Beautiful 
condominium  Palm  Beach 
Area.  Two  baths,  2 bedrooms, 
pool,  private  beach,  sun  deck. 
Contact:  Karen  V.  Marks,  P.O. 
Box  2914,  Winter  Park,  FL 
32790. 

SHARE  MEDICAL-SURGI- 
CAL office  5V2  days,  1500  E. 
Hillsboro  Blvd.,  Deerfield 
Beach,  FL  33441.  Three  exam 
rooms,  lab,  and  business  of- 
fice. Patrick  E.  Callaghan, 
M.D.,  (305)  428-2420. 

BEECH  MOUNTAIN,  N.C.: 
Highest  ski  area  east  of  the 
Rockies  and  largest  in  the 
state:  For  Sale:  2 br,  2 b,  fully 
furnished  condo  with  fire- 
place and  balcony.  Ice 
skating  rink,  hot  tubs,  sauna, 
steam  room,  heated  pool,  ex- 
ercise room,  tennis  courts 
and  shuffle  board.  On 
premise  management: 
$88,900.00.  Write  C-1299,  P.O. 
Box  2411,  Jacksonville,  FL 
32203. 


SUCCESSFULLY  PROVEN 
Location.  682  sq.  ’ on  Ocean 
Drive.  (A1A)  in  Hallandale,  FI. 
High  traffic  count.  Retired  or 
semi-retired-condo  area.  Cen- 
tral Air-Newly  carpeted.  Scott 
1-800-533-5564  (FL). 

HIGHLAND  BEACH,  FL 
(near  Boca  Raton).  East  of  In- 
tracoastal. On  island,  deep 
canal  dock,  ocean  access, 
walk  to  private  beach.  Low 
crime  community.  Four 
bedrooms/split.  Built  in  1982. 
Bette  Conlon.  (305)  391-9400. 


Services 

PHYSICIANS  SIGNATURE 
LOAN  PROGRAM  to  $50,000. 
Up  to  seven  years  to  repay 
with  no  prepayment  penal- 
ties. Competitive  fixed  rate, 
with  no  points,  fees  or  charges 
of  any  kind.  Courteous,  prompt 
service.  Physicians  Service 
Association,  Atlanta,  GA.  Toll 
free  (800)  241-6905.  Serving 
the  medical  community  for 
over  10  years. 

HOLTER  SCANNING  AND 
INTERPRETATION  nation- 
wide. For  offices  or  hospitals 
at  very  special  rates.  Includes 
cardiology  interpretation,  im- 
mediate phone  reporting,  etc. 
Special  rates  for  hospitals, 
HMO’s.  Will  provide  recorder 
and  arrange  for  your  office  to 
learn  patient  connection, 
quality,  etc.  For  information 
call  Pittsburgh  Cardiovas- 
cular, (412)  372-2035.  2550 
Mosside  Boulevard,  Monroe- 
ville, PA  15146. 

MEDICAL  MARKETING 
section  of  the  Florida 
Freelance  Writers  Assn,  of- 
fers comprehensive  services 
in  writing,  printing,  advertis- 
ing and  publicity  by  profes- 
sionals in  all  areas  of  Florida. 
For  information  and  free 
estimates  call  (305)  274-0999 
or  write  Larry  Strum,  FFWA, 
11550  SW  82  Terrace,  Miami 
33173,  member  American 
Marketing  and  American 
Medical  Writing  Writers 
Assns. 

WE  BUY,  SELL,  LEASE 
SERVICE  new  and  recondi- 
tioned medical  instrumenta- 
tion: EKG,  Lab,  Holter,  scan- 
ners, 2 D.  Echos,  stress-test, 
etc.  Contact:  Ed  Bentolila, 
P.O.  Box  8767,  Coral  Springs, 
FL  33065,  305-972-4600. 
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LONG  TERM  FINANCING 
available  for  office  buildings, 
office  condos,  diagnostic 
centers,  equipment.  No  points. 
Western  Financial  Capital, 
1380  Miami  Gardens  NE, 
Suite  225,  North  Miami,  FL 
33179,  (305)  949-5900. 


Equipment 


COMPLETE  RADIO- 
GRAPHIC  and  Fluoroscopic 
X-ray  room  with  10  y.o.  Picker 
90/15  table.  Mirror  optics  and 
precise  optics  T.V.  system  in- 
cluded. The  image  intensifer, 
fluoroscopic  x-ray  tube  and 
automatic  brightness  system 
are  only  one  year  old.  Call 
Kissimmee  Memorial  Hosp. 
(305)  846-4343,  Ext.  387  for  Dr. 
Sessions  or  Dr.  Mayo. 

FOR  SALE:  X-Ray  equip- 
ment, Xonics  Radiographic 
Room  Control  Table  Tube 
Stand  and  AFP  14  XL  Pro- 
cessor and  other  misc.  equip- 
ment. Contact  Dr.  Steven 
Moss,  13910  Fivay  Road, 
Hudson,  FL  33567. 


Meetings 

WEEKLY  SEMINARS. 
Most  major  ski  areas,  Club 
Med,  Disney  World,  Cruising 
aboard  sailboats  In  the  Virgin 
Islands  or  a Mississippi  Pad- 
dlewheeler. Topic:  Medical- 
Legal  Issues.,  Accredited. 
Current  Concept  Seminars, 
Inc.  (since  1980).  3301 
Johnson  St.,  Hollywood,  FL 
33021,  (800)  428-6069.  $175. 

EMERGENCY  MEDICINE: 
Practice  in  beautiful  Palm 
Beach  County.  Physicians 
needed  for  new  group  staff- 
ing two  hospitals.  Full  or  part 
time.  Prefer  BE  or  BC  but  will 
consider  if  experienced.  Ex- 
cellent compensation  and 
malpractice  insurance.  Con- 
tact with  CV:  Medical  Direc- 
tor, P.O.  Box  273503,  Boca 
Raton,  FL,  33427. 


ADVANCED  PEDIATRIC 
LIFE  SUPPORT  COURSE:  The 
Florida  Chapter  of  the 
American  College  of 
Emergency  Physicians  is 
sponsoring  a seminar  on  “Ad- 
vanced Pediatric  Life  Sup- 
port.” This  seminar  features 
a comprehensive  review  of 
basic  and  advanced  pediatric 
resuscitation.  Two  separate 
approaches  will  be  given:  one 
for  the  physician  and  one  for 
the  nurse/paramedic.  All 
those  registered  will  be  mail- 
ed an  Advanced  Pediatric 
Life  Support  text  prior  to  the 
seminar.  The  Advanced 
Pediatric  Life  Support  Course 
will  be  held  November  14-16, 
1985  at  the  Sheraton  Twin 
Towers,  Orlando,  Florida.  For 
further  information  contact 
REGISTRAR,  600  Courtland 
Street,  Suite  420,  Orlando,  FL 
32804  or  call  (305)  628-4800. 

PRACTICAL  DERMA- 
TOLOGY for  the  emergency 
and  primary  care  physician: 
The  Florida  Chapter  of  the 
American  College  of 
Emergency  Physicians  is 
sponsoring  a seminar  on 
“Practical  Dermatology  for 
the  Emergency  and  Primary 
Care  Physician.”  This 
seminar  features  a Vi  day  for- 
mat and  will  be  held 
November  1-2,  1985  at  the 


Hyatt  Orlando,  Kissimmee 
(Orlando),  Florida.  This  pro- 
gram has  been  given  ten  (10) 
hours  Category  I CME  credit 
by  the  American  College  of 
Emergency  Physicians  and 
the  American  Medical 
Association.  The  American 
Osteopathic  Association  has 
given  (10)  credit  hours.  For 
further  information,  please 
contact  REGISTRAR,  600 
Courtland  Street,  Suite  420, 
Orlando,  Florida  32804,  or 
call  (305)  628-4800. 


1986  CME  CRUISE/ 
CONFERENCES  on  selected 
medical  topics:  Caribbean, 
Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  Seven-twelve 
days  year-round.  Approved 
for  20-24  CME  Cat.  1 credits 
(AMA/PRA)  & AAFP  pre- 
scribed credits.  Distinguish- 
ed professors.  Fly  roundtrip 
free  on  Caribbean,  Mexican  & 
Alaskan  cruises.  Excellent 
group  fares  on  finest  ships. 
Registration  limited.  Pre- 
scheduled in  compliance 
with  present  IRS  re- 
quirements. Information:  In- 
ternational Conferences,  189 
Lodge  Ave.,  Huntington  Sta- 
tion, N.Y.  11746.  (516) 
549-0869. 


A American 
Diabetes 
. Association 


The  American  Diabetes  Association 
through  its  service,  education  and 
research  programs,  gives  help  today 
and  hope  for  tomorrow  to  all  children 
and  adults  with  diabetes.  YOU  can  help 
support  these  projects  by  calling  your 
local  DIABETES  ASSOCIATION,  listed 
in  your  telephone  directory. 

CALL  TODAY! 

Florida  Affiliate 
(305)  894-6664 


THE  APPROPRIATE  GIFT  FOR 
AN  INTERN  OR  RESIDENT 


Give  a year’s  subscription  to  the 


Journal  of  the  Florida 
Medical  Association 


CUT  OUT  AND  MAIL  TO 

FLORIDA  MEDICAL  ASSOCIATION 
Post  Office  Box  241 1 
Jacksonville,  Florida  32203 

Please  send  my  gift  subscription  to: 

Dr. 

Mr. 

Ms. Status: 

Street 

City  & State 

Send  the  bill  for  S1500  iadd  75  sales  tax  if  you  live  in  Florida' 

Dr. 

Street 

City  & State 


We  make  Florida’s 
climate  even  more  receptive 
to  doctors. 

If  you’ve  got  your  eye  on 
Florida,  you  should  be  look- 
ing into  National  Medical 
Enterprises.  We’re  an 
investor- owned  health  care 
corporation  with  over  100 
hospitals  nationwide.  And 
we  offer  excellent  financial 
and  management  support 
for  private  practice  oppor- 
tunities available  now 
through  mid-1986. 

Talk  to  NME  about 
Florida.  We’ll  offer  a lot 
more  than  just  a warm 
welcome. 

Contact  Marilyn 
Wedemeyer  at:  (800) 
421-7470,  ext.  4320.  In 
California,  call  collect: 

(213)  452-4320.  Or  send 
your  Curriculum  Vitae  to: 
P.O.  Box  2140,  Santa 
Monica,  CA  90406. 


Florida  Perinatal  Association 

P.O  Box  2711.12 
Tampa.  Morula  33b8B-U32 


Officers 

President 

Stanley  N.  Graven,  M.D. 

President  Elect 
Mary  Sandlin 


Secretary 

Marian  Lake.  R.N.C. 
Treasurer 

Charles  Bauer,  M.D 


MEMBERSHIP  MEETING 

Saturday,  November  16,  1985 
Hyatt  Orlando 

6375  W.  Space  Coast  Parkway 


10:00  — 12:00  noon  Board  of  Directors  Meeting 
Lunch 

1:00  — 1:30  Business  Meeting 
1:30  — 2:45  “Indigent  Maternity  Care  Update” 
Dr.  Charles  Mahan 


ANSWER: 
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CLASSIFIED  ADVERTISING  ORDER  BLANK 


(PLEASE  PRINT  OR  TYPE) 

Name:  

Address: 

Phone: 


AD  COPY 


INSERTION  DATA 


Run  ad  for  the  month(s)  of:  

□ Check  here  for  box  number  ($1.00  additional) 

Place  Ad  Under:  (mark  one) 

□ Physicians  Wanted  □ Real  Estate  □ Equipment 

□ Situations  Wanted  □ Art  □ Services 

□ Practices  Available 

□ Enclosed  is  my  check  in  the  amount  of  $ (payable  to  the  FMA) 

□ Please  bill 

Signed 

CLOSING  DATE:  First  of  the  preceding  month. 

Detach  and  return  to  The  Journal  of  the  Florida  Medical  Association,  Inc.,  P.O.  Box  2411,  Jacksonville, 
Florida  32203. 

For  further  information,  including  rates  for  display  advertising,  call  Mrs.  Mary  N.  Fouraker,  (904)  356-1571. 


AN  AVIS  WIZARD  NUMBER. 
FOR  PEOPLE  WHO  HATE  TO  WAIT. 

It  means  speedy  service,  along  with  special  flat  rates, 
for  association  members. 


Avis  knows  it’s  frustrating  to  have  to  wait  for 
your  rental  car.  That’s  why  we  invented  the 
Wizard  Number.  Once 
your  renting  information 
is  on  file  in  our  Wizard  of 
Avis  computer,  you’ll  be 
able  to  reserve  an  Avis  car 
quickly  — at  your  special 
association  rate. 

What’s  more,  with  an 
advance  reservation,  an  Avis 
Wizard  Number  entitles  you 
to  time-saving  services  like 
Avis  Express  too.  At  many 
U.S.  airports,  it  lets  you 
bypass  the  rental  lines  and 


Your  Avis  awd  Number: 
A/ A 616900 


go  straight  from  your  plane  to  the  Avis  Express 
facility,  where  your  rental  agreement  and  your 
car  will  be  waiting.  Ask 
for  Avis  Express  when 
you  reserve  your  car.  All 
you  need  is  an  Avis  Wizard 
Number.  (If  you  don’t  have 
one,  just  complete  the 
application  below  and  mail 
it  in.) 

Avis  also  has  many  other 
special  services  for  associa- 
tion members  who  hate  to 
wait.  Ask  about  them  when 
you  call  Avis  toll  free  to 
reserve  your  car: 

1-800-331-1212 


AVIS  WIZARD  NUMBER  APPLICATION 

Complete  and  mail  to:  AVIS,  P.O.  Box  201,  Garden  City,  NY  11530  Attn:  AVIS  WIZARD  NUMBER  DEPARTMENT 


F.l.  M.l.  LAST  NAME 


ADDRESS  ABOVE  IS  (Check  one) 

[]  1 . HOME  ADDRESS  [ [J  2.  COMPANY  ADDRESS 

DRIVER'S  LICENSE  # (Include  all  letters  and  numbers) 


STATE  OF  ISSUE 


AVIS  AWD#  A/A  616900 


CHARGE  CARD  YOU  PREFER  TO  USE: 

(Please  select  only  one) 

□ 3.  AIR  TRAVEL  □ 4.  AMERICAN  EXPRESS 

□ 5.  DINERS  CLUB  □ 6.  VISA 

□ 7.  MASTERCARD  □ 8.  CARTE  BLANCHE 

CARD  NUMBER 

(Include  all  letters  and  numbers) 


please  check  this  box:  □ 

CAR  GROUP  PREFERENCE:  (Please  check  one  box) 

□ 12.  COMPACT  (Buick  Skyhawk  or  similar) 

□ 13.  INTERMEDIATE  (Oldsmobile  Omega  or  similar) 

□ 14.  FULL  SIZE  2-DR  (Buick  Regal  or  similar) 

□ 15.  FULL  SIZE  4-DR  (Oldsmobile  Cutlass  Ciera  or  similar) 

Do  you  normally  purchase  the  Collision  Damage  Waiver  as  part 
of  your  rentals?  □ 1.  YES  _ 2.  NO 

Do  you  normally  purchase  Personal  Accident  Insurance  as  part 
of  your  rentals?  □ 3.  YES  _ 4 NO 

Signature  - 


Avis  features  GM  cars. 
Buick  Regal. 


We  try  harder.  Faster.11 


AVIS 


® 


Flat  rates  are  available  at  all  Avis  corporate  and  participating  licensee  locations  in  the  contiguous  U.S.  and  are  subject  to  change  without  notice.  These  rates  are  not  available  in 
Manhattan  between  1 PM  Friday  and  3 PM  on  Sunday  and  during  holiday  periods.  $3  additional  per  day  on  rentals  at  Newark  Airport,  NJ;  LaGuardia  Airport,  NY;  JFK  Airport,  NY  and 
all  Manhattan,  NY  locations.  Flat  rates  are  nondiscountable  Cars  subject  to  availability  and  must  be  returned  to  rental  city  or  drop-off  charge  and  higher  rate  will  apply.  Refueling 
service  charges,  taxes,  optional  CDW,  PAI  and  PEP  are  not  included.  Renter  must  meet  standard  Avis  age,  driver  and  credit  requirements. 


1985  Avis  Rent  A Car  System,  Inc  , Av:^ 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"8 


. . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  §§ 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  1 | - 


Psychiatrist 

Calitornia 


•• 


I . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  ft 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 


DALMANE 

flurazepam  HCI/Roche  © 

sleep  that  satisfies 


15-mg/30-mg 
capsules 


References:  1.  KalesJ,  etal  Clin  Pharmacol  Ther  12  691- 
697,  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
18  356-363,  Sep  1975  3.  Kales  A,  etal.  Clin  Pharmacol 
Ther  19  516-583.  May  1976  4.  Kales  A,  etal  Clin  Pharma- 
col Ther  32  781-788,  Dec  1982  5.  Frost  JD  Jr,  DeLucchi 
MR:  J Am  Geriatr  Soc  27  541-546,  Dec  1979  6.  Dement 
WC,  etal  BehavMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol  3. 140-150,  Apr  1983 
8.  Tennant  FS,  etal  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21  355-361, 
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DALMANE’ 

flurazepam  HCI/Roche  (jv 

Before  prescrioing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  in  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipotion,  Gl  pain,  nervousness,  talkativeness,  apprehension 
irritability  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  eg 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 


Roche  Products  Inc 
Mannti,  Puerto  Rico  00701 


1 FOR  SLEEP 

After  more  than  15  years  of  use,  it's  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.1-8  And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.7-9  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side 


DALMANE 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 
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